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This study examined the national prevalence of depressive symptoms and co¬
existing chronic health conditions among women 18-44 years of age to determine the true
health burden of depressive symptoms among African American women in the United
States compared to white women and women in other racial/ethnic groups with similar
socio-demographic and socioeconomic (SES) profiles.
The presence of depressive symptoms was examined from a nationally
representative sample populations inclusive ofAfrican American women. This study
postulates that stratification systems and the structure of dominance in the U.S. influence
the social, economic, and cultural context operative in the lives ofAfrican American
women, serve to compromise this group’s physical and psychological well-being.
Moreover, these socio-political constructs may predispose African American women and
other racial/ethnic minorities to negative health outcomes. The study finds additional
support for the model suggesting a joint influence of race/ethnicity and SES on mental
health and suggests that race/ethnicity determines to a great extent, one’s access to the
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economic resources necessary for healthy environments, lifestyles, better access to
preventive treatment, and medical services.
The variables used in this study were derived from the 1997 NHIS Family Core
and Sample Adult Core questionnaires provided by the National Center for Health
Statistics. Of respondent women 18 years of age and older, 10,782 (52.3 %) were 18-44
years of age (weighted count: 54,737,897 persons).
The research method used for this study is a correlational-predictive design. This
study used both quantitative and qualitative research methods. Stratified analyses were
performed with multi-level dichotomous comparisons of factors potentially associated
with depressive symptoms as outcomes or as causal factors. The main stratification
variables were race, ethnicity, gender, and age. In all comparisons whites represented
the referent group. In the multivariate analysis, multiple logistic regression was used to
answer questions regarding the correlates of depressive symptoms.
Study findings showed that being a member of aminority group was a strong
independent risk predictor for depressive symptoms. Other correlates of depressive
symptoms were educational attainment, annual income, having a chronic health
condition, obesity, and heavy smoking.
These findings suggest a complex intertwined relationship between physical and
psychological well-being. The findings also suggest that within each level of SES,
African American women tend to have worse health status than white, non-Hispanic
women.
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Statement of the Problem
Racial and ethnic disparities in health status and access to care were documented
as early as 1859, when comparisons ofpoor health status between the races were made
by Dr. James McCune Smith, the first university trained African American physician.
McCune Smith noted the impact of social environmental conditions on health status,
contrary to prevailing ideals of the times which perpetuated the belief that differences
were due to genetic racial differences (Montague, 1963). Notwithstanding, disparities in
health insurance and access to health care were also documented and vary significantly
by race/ethnicity and gender. While noteworthy health gains have been documented after
1950, for some health indicators, the gap in racial health disparities has widened and the
gains have been diminutive. In fact, many studies demonstrate that racial/ethnic minority
groups suffer disproportionately from specific diseases ranging from higher rates of
cardiovascular disease to depressive disorders.
In the United States mental illness is the second leading cause of disability and
premature mortality. Mental disorders are contributors to mortality and are one of the
leading preventable causes of death in the United States and worldwide (U.S. Department
ofHealth and Human Services, 1999). It is estimated that more than 19 million people in
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the U.S. —almost one in ten adults will suffer from depression each year. Clinical
depression affects about 15 percent ofAmericans at least once in their lifetime (National
Institute ofMental Health, 1999). Among developed nations, including the United
States, major depression is the leading cause ofdisability (Murray & Lopez, 1996).
There is a complex intertwined relationship between physical and mental health
and well-being. Depression, a whole body illness, not only affects the mood, thoughts,
and behaviors of an individual, but it also affects the physical body and nervous system.
Depression is common in persons with all types of arthritis and other rheumatic
conditions, and is most clearly documented among persons with rheumatoid arthritis. In
addition, depression may coexist with other medical conditions, such as diabetes,
myocardial infarction, chronic lung problems, and heart diseases. The extent to which
depression typically accompanies other chronic illnesses needs to be better defined. For
example, the relationship between smoking and depression or dysphoric mood is
common as well. And, there exists a strong association between depression, alcohol, and
virtually all illicit drug use.
The World Health Organization, the World Bank, and Harvard University
presented data from the 1996 Global Burden of Disease Study that suggests that mental
illness accounts for over 15 percent of the burden of disease in established market
economies, such as the United States. Moreover, research conducted by the Society for
Human Resource Management (SHRM) and the National Foundation for Brain Research
(NFBR) shows that $44 billion is lost by businesses and corporations across America
each year due to the effects of severe depression in the work place (Schmitt, 1999).
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Existence ofRace/Gender Disparities
Even more than other areas in health and medicine, disparities in the mental
health field are pandemic. The United Nations' World Health Organization estimated that
in the industrialized world, depression affected 12 percent ofwomen but only 6 percent
ofmen (Murray & Lopez, 1996). This two-to-one ratio exists regardless of racial and
ethnic background or economic status. The same ratio has been reported in eleven other
countries all over the world. However, African American women uniquely are
disproportionately affected. While African American women comprise more than 52%
of the African American population, they are two times as likely to suffer from
depression than African American men (Eaton & Kessler, 1981).
Inconclusive Data
It is not known in actual numbers how many Afiican American women and other
minorities suffer from the illness because historically minorities have been undercounted,
ignored, excluded, and misrepresented in studies. In the 1840s the U.S. Census
deliberately falsified the rates ofmental illness ofAfrican American's to demonstrate
higher amounts of insanity in the northern sections of the country.
Throughout U.S. history, the mental health status ofAfiican Americans has been
interpreted as having either a higher prevalence or lower prevalence when compared to
the white majority population depending on the contextual racial ideology of the times.
Early research studies focused on black-white differences in mental health and there were
attempts to demonstrate that African Americans had more mental problems than whites.
The mental health literature suggested that race and /or ethnicity, gender, and
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socioeconomic status (SES), may predict variations in mental health outeomes. Just as
frequently, many studies found that the rates of psychological distress between the races,
when adjusted for SES, were either non-significant or non-existent. Moreover, more
broad-based community-based studies have been inconsistent and the pattern for
assessing psychological distress between the races has not been uniform. Therefore,
while more research is needed to elarify the breadth and scope of the mental health
experiences of racial/ethnie minorities, there is equally a need to understand what these
differences represent.
Conceptual Framework
That such health differences exist in the U.S. and other capitalist/industrialized
societies is not surprising. Historically, institutionalized oppression can be seen at the
root of the social, economic, political, and cultural factors that impact the health status of
minority groups. American sociology has defined and studied stratification in society,
and how stratification systems and the strueture of dominance (wealth, oceupational
position, caste) have important influences on educational opportunities and outcomes,
economic and social conditions, and ultimately physical and mental health. This
perspective offers a conceptual interpretation ofhow social structure and social context is
related to personality, behaviors, attitudes, and health. In the U.S., stratification exists in
many forms and multiple levels, some with more influence than others. For example,
there is a class system in society that operates from a position ofeconomic opportunity
and control, based entirely on race/ethnicity. Race/ethnicity determines to a great extent,
one’s access to the social and economic resources necessary for healthy environments.
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lifestyles, and better access to preventive medical services. For example, recently,
despite workforce diversity programs and affirmative action, African Americans, other
minorities, and women, have brought suits in federal courts against companies that have
discriminated against them in hiring promotions, work assignments, and equal pay. One
of the fundamental bases for stratification and inequality in the U.S. is the difference in
wealth, ownership, and control of the means to produce more wealth. Gender and
occupation also establish bases for distinguishing people and establishing inequality.
Although socioeconomic status (SES) is probably the most powerful single contributor to
premature morbidity and mortality, the association between race/ethnicity and SES is
complex and cannot fully explain differentials in health status. When black-white
disparities in health status, for example, are adjusted for SES, these differences are
always reduced substantially. However, within each level of SES, blacks tend to have
worse health status than whites, suggesting non-economic influences on health status,
perhaps related to race. Evidence has been found for a model of the joint influence of
race/ethnicity and SES on mental health, with race interacting with SES to increase risk
for psychological distress (Ulhrich, Warheit, & Zimmerman, 1989).
Research Questions
As described here, a major problem exists in the mental health arena. Substantial
racial and ethnic disparities appear to exist in the diagnosis and treatment of depression
and other mood disorders that may necessitate focused intervention; however, as noted
above, current information on this problem is inconsistent or inconclusive. The relative
influences of social and economic stratification versus race/ethnicity on these disparate
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health outcomes is not entirely clear. These data needs create a huge gap in the science
basis needed on which to structure innovative program strategies. Specifically, this study
sought to generate answers to the following questions:
1. What was the national prevalence of depressive symptoms among women (18-44
years of age?
2. What was the national prevalence of depressive symptoms among women (18-44
years of age) with chronic health conditions (e.g., arthritis, cardiovascular disease,
diabetes)?
3. Were there racial and ethnic differences among women (18-44 years of age) with
depressive symptoms?
4. Were there raeial and ethnic differences among women (18-44 years of age) with
both depressive symptoms and chronic health conditions?
5. Were there socio-demographic and socio-economic factors that may influence the
prevalence of depressive symptoms among women (18-44 years ofage)?
6. Were there racial and ethnic differences in health behaviors among women (18-44
years of age) with depressive symptoms that may increase the risk for adverse
health outcomes?
7. Were there racial and ethnic differences in “health-related quality of life
measures” (HRQOL) among women with depressive symptoms?
8. Were there racial and ethnic differences among women (18-44 years of age) with
depressive symptoms in aceess to appropriate care, provider contact, or receipt of
counseling?
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Focus of the Study
The focus and purpose of this study was to examine the true health burden of
depressive symptomatology among African American women in the United States. It
was the aim of this study to define the overall health burden resulting from depressive
symptoms and its affects on modifiable health risks. By examining the presence of
depressive symptoms from nationally representative sample populations inclusive of
African American women, this paper postulated that stratification systems and the
structure of dominance in the U.S. influence the social, economic, and cultural context
operative in the lives of African American women and serve to compromise this group’s
physical and psychological well-being. This study made the proposition that these socio¬
demographic and socioeconomic influences may predispose Afiican American women
and other racial/ethnic minorities to negative health outcomes. The study also proposed
to find additional support for the model suggesting a joint influence of race/ethnicity and
SES on mental health.
Significance of the Study
This study will improve the overall health status ofU.S. citizens by delineating
the true national and state burden of depressive symptoms, documenting the prevalence
ofmodifiable health risks, and identifying barriers to health care access and illness
identification that will enable health care providers and health administrators to translate
this knowledge into enhanced service systems for the community-at-large.
The purpose and objectives of this study were multi focal and were as follows:
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1. To determine whether the national prevalence of depressive symptoms among
African American women (18-44 years of age) was higher than that compared to
white women and women from other racial/ethnic groups with similar socio¬
demographic and socioeconomic profiles.
2. To determine whether the national prevalence ofdepressive symptoms among
African American women with chronic health conditions (e.g., arthritis,
cardiovascular disease, diabetes, chronic lung disease, renal disease, AIDS) was
higher than that compared to white women and women from other racial/ethnic
groups with similar socio-demographic and socioeconomic profiles.
3. To determine whether African American women with depressive symptoms
reported worse health-related quality of life (HRQOL) more frequently compared
to white women and women in other racial/ethnic groups with similar socio¬
demographic and socioeconomic profiles.
4. To determine whether African American women with depressive symptoms have
a greater number and higher rates of selected health risks compared to white
women with depressive symptoms and women in other racial/ethnic groups with
similar socio-demographic and socioeconomic profiles.
5. To determine whether African American women have less access to appropriate
care for depressive symptoms than do white women and women in other
racial/ethnic groups with simitar socio-demographic and socioeconomic profiles.
To determine whether African American women with depressive symptoms
receive counseling services less frequently than do white women and women in
6.
9
other racial/ethnic groups with similar socio-demographic and socioeconomic
profiles.
7. To determine whether presence of other health indices comorbid with depressive
symptoms were present in African American women compared to white women
and women in other racial/ethnic groups with similar socio-demographic and
socioeconomic profiles.
Recently, the concept ofmental health has gained national attention and in 1997
was elevated to the status of a public health priority by Dr. David Satcher, Surgeon
General of the United States, when he commissioned the report. Mental Health: Report of
the Surgeon General (U.S. Department ofHealth and Humans Services, 1999). Mental
health was also thrust into the national spotlight in 1999 when Vice-President Gore's wife
Tipper made public her 1989 personal challenge with depression. Soon to follow was a
cavalcade ofpublic figures from rapper-actress Queen Latifah to entertainer Jennifer
Holliday, who also made public their battle with the often-debilitating illness. It is
apparent that the nation's consciousness has changed since the early 1970s when then
Senator Thomas Eagleton (D-MO) was named George McGovern's Vice Presidential
running mate, but was later forced off the Democratic ticket upon the revelation that he
was treated for depression.
The twentieth century has brought about societal and demographic changes in the
United States that markedly impact the health status of it's minority groups, as evidenced
by racial variations in health care patterns and ever growing racial disparities. However,
there still remain racial, cultural, gender, and financial status barriers that create
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disparities in the availability and access to mental health services. The Surgeon General
suggested that it will take a societal resolve to make the necessary investment to
"confront the attitudes, fear, and misunderstanding that remain as barriers" to what he
refered to as the "destructive split between 'mental' and 'physical' health." The Surgeon
General's report on mental health recognized the inextricably intertwined relationship
between our mental health and our physical health and well being. The report outlined a
challenge to the nation to generate knowledge and translate that knowledge to the service
systems, providers, and citizens (U.S. Department ofHealth and Human Services, 1999).
In the first Surgeon General's report ever issued on the topic ofmental health and
mental illness, the report demonstrated the Surgeon General's conviction that mental
health should be part of a mainstream health priority. It suggested that there are gaps in
the mental health knowledge base and discusses a need for evidence that supports
strategies for mental health promotion and illness prevention. To accomplish this goal, it
is essential that approaches be explored for reducing risk factors, and strengthening
protective factors for the prevention ofmental illness.
The study presented here was critical for four reasons. First, no other study has
examined the national prevalence of depressive symptoms comparing African American
women, white women, and women from other racial/ethnic groups and assessed these
populations in terms of socio-demographic, socio-economic factors, health behaviors,
and health care utilization patterns. This study provides national prevalence data
describing psychological well-being among African American women compared to white
women and women from other racial/ethnic groups with similar socio-demographic and
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socio-economic profiles. As a result, this study provides an additional knowledge base
for developing new strategies to enhance mental illness prevention and treatment
programming.
Secondly, no other study has assessed national prevalence of depressive
symptoms among persons with chronic health and other comorbid eonditions.
Identifying sueh factors would assist health and human service professionals providing
care to patients with chronic illnesses to better identify depressive symptoms among
populations at-risk and implement treatment and support strategies to improve these
patients’ overall quality of life.
Thirdly, no other study has assessed national disparities in prevalence of
depressive symptoms and associations with related health risks and other risk factors.
This study adds valuable information to the research literature by describing these
disparities and health risks in African American women, thus allowing greater
recognition of factors underlying modifiable risk behaviors and the need for
comprehensive mental health programs that address these risks. In the absence of this
data, there will eontinue to be gaps in the mental health knowledge base for racial/ethnic
minority populations and a growing divide in recognition and effective treatment.
Lastly, virtually all descriptions of this population have been reported from
studies based on using either small samples or modest regionally collected data. The
study populations in this study represent the United State’s civilian, non-institutionalized,
adult population and thus provide an important baseline for measuring achievement of
national and state goals and trends in the future.
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Basic Study Design
Public use data sets provided by the National Center for Health Statisties were
analyzed. The study presented here represents a descriptive approach for determining the
prevalence of depressive symptoms, other mental health indicators, health behaviors, and
the use ofhealth services among African American adult women (18-44 years of age) in
the U.S. to that ofwomen in other racial/ethnic groups. Quantitative analytic methods
are used involving descriptive, correlational, and inferential techniques applied to data
from the 1997 National Health Interview Survey (NHIS) (Afifi & Clark, 1999; National
Center for Health Statistics, 2000).
The NHIS is an ongoing, annual cross-sectional household survey of the U.S.
eivilian, noninstitutionalized population. The NHIS used a multi-stage probability
sample designed to represent the civilian noninstitutionalized population of the United
States. The sample weights were adjusted to Census, sex, age, and race/ethnicity
population totals. NHIS data are colleeted through a personal household interview by
Census interviewers and conducted using computer-assisted personal interviewing
(CAPI). The CAPI version of the NHIS questionnaire was administered using laptop
computers, in which interviewers entered responses directly into the computer during the
interviews. For the Family Core component of the basic module, all adults of the
household eighteen years of age and over who were at home at the time of the interview
were invited to participate and respond for themselves. For those not at home during the
interview, information was provided by a knowledgeable adult member residing in the
household. For the Sample Adult questionnaire, one adult per family was randomly
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selected; this individual responded for him/herself to the questions in this section. The
interview sample for 1997 NHIS consisted of 39,832 households, which yielded 103,477
persons in 40,623 families. The interviewed sample included 36,116 persons 18 years of
age and older.
For both the NHIS analyses, SUDAAN™ statistical software was used to
calculate prevalence estimates, their standard errors and confidence intervals. For
inferential analyses to assess predictors of various outcomes, logistic regression models
were constructed.
Limitations
The findings in this report were subject to several limitations beyond the
researcher's control. First, the NHIS is a cross-sectional survey. Although data from
cross-sectional surveys can be used to generate hypothesis and identify risk predictors for
outcomes, the data can not be used to derive “cause” versus “effect”. Second, NHIS is a
retrospective, self-reported survey, and may be subject to recall and other biases
associated with self-reported data. Third, women who were not home at the time of the
interview, not selected or who declined participation, may have a different health profile.
Fourth, women with mood disorders who do not disclose them (for example, due to fear
of stigmatization) may have a different health risk and behavior profile and different
patterns of service use than respondents.
Fifth, self-reports of race and ethnicity were based on the eategories used in this
report: white, black, American Indian or Alaska Native, and Asian or Pacific Islander,
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and Hispanic. Multiple race categories were collapsed into a single category using an
algorithm. Combining several racial/ethnic subgroups (e.g., Asian or Hispanic
subgroups) into a broad population category may mask important differences between the
populations. Surveys conducted among Asian and Hispanic sub-populations have
determined that each sub-population has some distinct characteristics in educational
attainment, income, prevalence in health risk behaviors, and use of clinical preventive
services. In addition, when responses to questions were stratified by age, gender, and
other variables, the number of respondents in a racial or ethnic group may become small,
and the prevalence reported may not be representative of the nation for these groups.
Sixth, results in this study probably underestimate the prevalence of certain risk
factors (e.g., cardiovascular disease risk factors) because the data are dependent on the
respondent being aware of his/her risk factor profile. Seventh, case definitions for
certain chronic illnesses (e.g., arthritis) have not been validated. Eighth, unhealthy days
may be overestimated for persons who report both physical and mental unhealthy days
when these days overlap.
Ninth, because the NHIS did not include the homeless or persons in institutions,
findings from this survey pertain only to the adult population in the US in households.
Finally, mood disorders may have not have been reported for several reasons including,
mistrust, fear of stigmatization or other social recrimination, or feelings of shame or
denial.
Despite these limitations, the NHIS represented one of the best sources for
population-based data because of the techniques used in selecting the samples including:
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staged sampling and probability sampling; weighting; adjustments by age, gender,
race/ethnicity to the U.S. Census (post-stratification); and adjustments for non-response.
Post-stratification assures that survey frequencies approximate the actual population
distribution in the United States. The NHIS used trained personnel and computer-
assisted personal interviewing (CAPI) to conduct the interviews to ensure that data
collection is uniform. Additionally, in the NHIS, both black and Hispanic populations
were over-sampled to allow more precise estimation of health in these growing minority
populations.
Finally, as has been previously stated, the purpose of the study is to examine
psychological well-being in adult females with similar socio-demographic and
socioeconomic profiles. The second chapter deals with a review and analysis of
supporting literature relevant to this topic. The methods and procedures of the study are
presented in Chapter 3. The results of the statistical analysis of the data are presented in
Chapter 4. The final chapter of the study is concerned with the summary of findings,
discussion, implications and suggestions for further research.
Definition of Terms
Bipolar Disorder - A recurrent mood disorder featuring one or more episodes ofmania or
mixed episodes ofmania and depression.
Body-Mass Index - A measure ofbody weight relative to height and is computed as
weight/height squared where relative to measured in kilograms and height in
meters.
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Caste -A rigid class distinction based on birth, wealth, etc.
Comorbidity - Occurrence or existence ofmore than one disease at the same time in the
same subject.
Cyclothymia - Marked by manic and depressive states, yet neither are of sufficient
intensity nor duration to merit a diagnosis ofbipolar disorder or
major depressive disorder.
Dysphoric Mood - A negative or adverse mood state.
Dysthymia - A descriptive, or atheoretical, diagnosis for a chronic form of depression.
Defined by its subsyndromal nature (i.e., fewer than the five persistent symptoms
required to diagnose a major depressive episode) and a protracted duration of at
least 2 years for adults and 1 year for children.
Institutionalized - To incorporate into a structured and often highly formalized system.
Morbidity - A disease condition or state.
Obesity - A subset of overweight, with a body mass index (BMI) greater than or
equal to 30.
Oppression - A keep down by cruel or unjust use of authority.
Overweight - A body mass index (BMI) greater than or equal to 25.
Psychomotor - Relating to movement that is psychically determined in contradistinction
to that which definitely recognized as extrapsychic or organic in cause.
Serontologic Activities - Neurons that are activated by or secrete serotonin, which is a
biogenic amine that functions as a neurotransmitter.
Devaluation - A defense mechanism consisting ofattribution of exaggerated negative
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qualities to selfor others when faced with emotional conflicts or stressors.
Stigmatization - The labeling or branding of any person or group as being mentally
disordered or abnormal, and the use of such labels as justification for
discriminating against them.
CHAPTER 2
REVIEW OF THE LITERATURE
Health Burden of Mental Illness
Psychological well-being is indispensable to personal well-being, family,
interpersonal relationships, and contribution to one’s community or society. However,
mental illness is taking a monumental toll on the lives ofpeople in the form ofhuman
suffering, lost productivity, and suicide. According to the 1996 Global Burden of
Disease Study, mental illness is the second leading cause ofdisability and premature
mortality and by 2020, it is predicted that it will be the single leading cause of disease
burden. Collectively, mental disorders, which include mood disorders, rank among the
top 10 causes ofworldwide disability.
Mental health does not exist in pure isolation from the body; mental health and
physical illness are inseparable. Advances in the 20"’ century have proved the
interrelationships between mental and physical health (Cohen & Herbert, 1996; Baum &
Posluszny, 1999). The American Psychiatric Association (1994) stated that mental
funetions are physical as well, and that mental functions are carried out by the brain.
Likewise, mental disorders are reflected in physical changes in the brain and often
trigger physical changes in other parts of the body as well. While mental health refers
to the successful performance ofmental functions in terms of thought, mood, and
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behavior, mental disorders are those health conditions in which alterations in mental
functions are paramount.
Mood Disorders
The term mood describes a pervasive and sustained emotional state that may
affect all aspect of an individual’s life and perceptions. Mood disorders are
pathologically elevated or depressed disturbances ofmood, and include full or partial
episodes of depression or mania. According to the Diagnostic Statistical Manual of
Mental Disorders (1994), published by the American Psychiatric Association (hereafter
cited as the DSM-IV), there are four types ofmood disorders, major depression,
dysthymia, bipolar, and cyclothymia. Major depression is the most familiar mood
disorder and affects about 15 percent of Americans at least once in their lifetime,
representing more than 19 million people a year (National Institute ofMental Health,
1999). Population studies showed that estimates ofmajor depression in a 1-year
prevalence in adults is about 5.3 percent (Murphy et al., 1988; Rorsman et al., 1990;
Regier et al., 1993). In the overall population, the prevalence rates ofmood disorders
have been estimated utilizing the results of the Epidemiologic Catchment Area (ECA)
studies (Regier et al., 1988; Robins et al, 1988). These studies indicated that:
• The life time prevalence rates for any mood disorder ranged from 6.1 to
9.5 percent in the ECA study ofNew Haven, Baltimore, and St. Louis.
• The lifetime prevalence rates for major depressive episodes ranged from
3.7 to 6.7 percent.
• The lifetime prevalence rates for dysthymia ranged from 2.1 to 3.8
percent.
• The lifetime prevalence rates for manic episode ranged from 0.6 to 1.1
percent.
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In general, mood disorders can lead to alterations in thinking, mood, or
behavior, distress, impaired functioning, heightened risk of death, pain, disability, or
loss of freedom (DSM-IV, 1994). While the causes of a depressed mood disorder are
not fully understood, the most common causes include: heredity, chemical imbalances in
the brain, stress, a traumatic event, lack ofexercise, thyroid disorders, nutritional
deficiencies, poor diet, hypoglycemia (low blood sugar), food allergies, and tension.
Often mood disorders coexist, or are comorbid, with other mental and somatic disorders
like anxiety, which is commonly comorbid with major depression. Barbee (1998)
reported that about one half of those with a primary diagnosis ofmajor depression also
have an anxiety disorder. Even though many of these problems are treatable and there
are ways to cope with depression, only a fraction of individuals experiencing depressive
symptoms receive treatment. Societal stigmatization, financial barriers to accessing
services, and lack ofmental health promotion, all forestall treatment of the disorder.
Major Depressive Disorder
As the predominant mood disorder, major depressive disorder features one or
more major depressive episodes, each ofwhich lasts at least 2 weeks and represent a
change from previous functioning (DSM-IV, 1994). A major depressive episode
involves a depression and deviation from normal mood with an accompanying loss of
pleasure or indifference to most activities, most of the time for that 2 week period.
These deviations from normal mood may include significant changes in energy, sleep
patterns, concentration, and weight. Symptoms may include psychomotor agitation or
retardation, persistent feelings ofworthlessness or inappropriate guilt, or even recurrent
21
thoughts of death or suicide. The complications ofmajor depressive disorders can range
from suicide to medical illnesses. Major depressive disorders account for about 20 to 35
percent of all deaths by suicide and having comorbid illnesses increases suicide risk
substantially (Angst, et al. 1999). Richardson and Wade (1999), suggested that while
the suicide rates are lower for African American women, thousands ofAfrican
American women kill themselves with drugs, alcohol, food, neglect, or “accidents.”
While symptoms vary enormously, depressed mood and loss of interest or
pleasure are the most pronounced symptoms ofmajor depressive disorder. For example,
an individual may have an pervasive negative or aversive mood state, anhedonia (the
inability to experience pleasure), feelings of hopelessness, and the loss ofmood
reactivity (the ability to feel a mood uplift in response to something positive). A
diagnosis ofunipolar major depression (or major depressive disorder) may be made if a
person has five or more of these symptoms and impairment in usual functioning nearly
every day during the same two-week period. Episodes typically recur. In addition,
some people have a chronic but less severe form of depression, called dysthymia (or
dysthymic disorder), that is diagnosed when depressed mood persists for at least two
years and is accompanied by at least two other symptoms of depression. Many people
with dysthymia also have major depressive episodes. While unipolar major depression
and dysthymia are the primary forms of depression, as previously mentioned, a variety
of other subtypes exist. Major depression often begins between ages 15-30 or even
earlier (NIMH, 1999).
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Theoretical Models for Depression
Theoretical models in the literature primarily have been causal theories to
describe depression across populations focusing on biological, psycho social, and
sociological weakness to explain the occurrence and the development of the disorder.
Most consist of cognitive, interpersonal, biological, and integrated perspectives.
Generally speaking. Beck’s (1979) Cognitive Model ofDepression found that the
depressed person perceived stressful situations in terms ofnegative perceptions about
themselves, the world, the future, and experiences low self-esteem and self-concept.
According to Seligman’s (1975) theory, the depressed individual perceives lacked of
control over life outcomes, lacks the desire to deal with life events, and passivity
develops. Klerman, Weissmann, Rousaville, and Chevon (1984) described an
interpersonal theory that looked at how the depressed individual has difficulty managing
relationships, losses, role changes, and social interaction. Biological theories looked at
physiologic changes that affect the brain functioning (Bower, 1992; Calarco & Krone,
1991; Johnson, 1993; McGrath, Keita, Strickland, & Russo, 1990). And, the integrated
theories of Calarco and Krone (1991) utilized the concepts of cognitive, biological, and
interpersonal perspectives and how an individual reacts to acute and chronic stressors.
While these respected theories may contribute towards building an infrastructure for a
greater understanding of depression, few theoretical models exist to specifically describe
depression in women and even fewer provide a framework for understanding depression
in African American women.
Warren (1995) advocated the creation and the use of a contextual depression
theory for African American Women. She wrote that “this contextual focus incorporates
the neurochemical genetic perspectives ofbiological theory; the impact of losses.
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stressors, and control/coping strategies of psycho social theory; the conditioning
patterns, social support systems, and social, political, and economic perspectives of
sociological theory; and the ethnic and cultural influences which affect the physical and
psychological development and health of African American women” (p.6).
Additionally, she advocated that researchers examine the strengths ofAfrican American
women and the competency ofmental health professionals.
Role of Stress and Gender in Depression
There was consensus in the literature that suggested that depression may be
triggered by stressful life events and enduring stressful social conditions, like poverty
and discrimination (Brown et al., 1994; Frank et al., 1994; Ingram et al., 1998). In an
exploratory study to examine the relationships between the variables of depression,
stressful life events, social support, and self-esteem in middle class African American
women, Warren (1997) found that stressful life events and social support were related to
depression. More often than not, while not all people can identify or associate some sort
of acute or chronic adversity, others can point to a precipitating event or powerful life
stressors such as the death of a loved one, emotional, physical, or sexual abuse, the
impact of past parental neglect or disruption of attachment bonds. Needless to say, the
list of life stressors are exhaustive. The literature further suggested that depression can
be the outcome of severe and prolonged stress (Brown et al., 1994; Frank et al., 1994;
Ingram et al., 1998). While many cases of depression are triggered by stressful life
events, not everyone becomes depressed under such circumstances. Richardson and
Wade (1999) described depression as starting out as emotion that carmot be expressed in
a healthy way about a situation one feels powerless to change. Feelings of helpless.
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powerlessness, or being entrapped by one’s problem, it was believed that these
perceptions may increase the likelihood of someone experiencing depressive symptoms.
Additionally, there have been relationships observed between one’s social status,
most notably gender, socioeconomic, and marital status. Turner, Wheaton & Lloyd
(1995) study findings showed clear associations between the levels of stress one
experiences and one’s social status as being consistent to illustrate a social causation.
Termed cumulative adversity. Turner & Lloyd (1995) contended that it is more potent as
a predictor ofpsychological distress and mental disorders, than the stressful life events
hypothesis for depression in isolation. In their study, they illustrated the relationships
between the number of traumatic recent life events and stress exposure and chronic
stressors experienced by individuals over their lifetime and lifetime risk for their
developing major depressive disorder, substance abuse or dependence, and the potential
for the development of depressive symptomatology. What they showed was that
multiple traumas and accumulated adversities did in fact determine statistically reliable
increased mental health risk and was of potential etiologic significance for the
occurrence of the disorder.
Similarly, other researchers conceptualize and explore how constant exposure to
obstacles ofunfair treatment and daily social indignities may adversely affect both one’s
physiological processes and subsequent health outcomes (Williams & Rucker, 1996;
Williams & Collins, 1995). Further, Pearlin (1989) argued the need for researchers and
practitioners to comprehensively identify the structural context ofpeoples lives. He
suggested that in deference to the long held life events theory, that both stressful events
and life circumstances are rooted in and form the basis for an individuals underlying
contemporaneous and developmental conditions. McLeod & Kessler (1990) wrote that
25
previous research consistently documents that individuals holding lower socioeconomic
status (SES) positions were more strongly affected emotionally by undesirable life
events than are their higher-status counter parts, and that SES differences in
vulnerability to life events were not solely the result of constrained finances. Rather,
these reflect more pervasive disadvantages inherent in the lives of persons who occupy
lower-status positions. However, Kaplan, et al., (1987) showed in a longitudinal study
of depressive symptoms in an urban community that while age, low income, ethnicity,
marital status, and health practices at baseline were unrelated to depressive symptoms,
there was an association between status attributes, personal resources, life stress,
physical health and occurrence ofdepressive symptoms. Specifically, they found that
low education, physical disability or presence of chronic conditions, poor perceived
health, personal uncertainty, residential moves, job loss, money problems, and social
isolation were independently associated with increased risk of depressive symptoms at
the nine-year follow-up.
While there was variability among an individual’s reaction to stressful life
events, such as economic hardships, racism and discrimination, and poor physical
health, the research suggests that all may serve as triggers in individuals who were
already vulnerable biologically, socially, and or psychologically (Holmes & Rahe, 1967;
Lazarus & Folkman, 1984; Brown & Harris, 1989; Kreiger et al., 1993; Kendler et al.,
1995). One such group purported to having increased levels of depressive symptoms
were African American women.
Nevertheless, certain demographic groups have greater exposure and/or
vulnerability to the cumulative impact of stressful life events. Women, younger adults,
unmarried adults, African Americans, and individuals of lower socioeconomic status
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may have greater statistical risk as well. (Ulbrich et al., 1989; McLeod & Kessler, 1990;
Turner et al, 1995; Miranda & Green, 1999). Often over represented in lower
socioeconomic groups, Afiican American women are especially at risk to develop
depressive symptoms and clinical depression.
Much of the literature suggested that women have a greater vulnerability to
depression. Research conducted in working-class neighborhoods suggested that the
combination of life stress and inadequate social support contributes to women’s greater
susceptibility to depressive symptoms (Brown et al., 1994). Similarly, Weissman et al.,
(1993) have found that this gender difference appeared consistently in different cultures
throughout the world. It is putative that because women tend to use more ruminative
ways of coping (e.g., thinking and talking about a problem, rather than seeking out a
distracting activity) and, on average, have less economic power, they may be more
likely to perceive their problems as less solvable.
Childhood Sexual Abuse. Domestic Violence and Trauma
Severe trauma in childhood may have enduring effects into adulthood ranging
from depression and anxiety to problems with social functioning, adult interpersonal
relationships, self-destructive behavior, social isolation, poor sexual adjustment,
substance abuse, and increased risk of re-victimization (Brown & Finkelhor, 1986;
Briere, 1992). Women are more likely than men to have experienced past sexual abuse.
As one of the most traumatic life events stressors. Childhood Sexual Abuse (CSA) is
one of the most common stressful life events, with profound long-term consequences
that persist into adulthood (Browne & Finkelhor, 1986). Browne and Finkelhor’s (1986)
seminal review of the impact of child sexual abuse found that CSA victims continue to
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feel isolated and stigmatized as adults and often develop negative self-concept as a long¬
term effect. Weiss et al., (1999) found that sexual abuse was a specific risk factor for
adult-onset depression and that twice as many women as men reported a history of
abuse. They established that there was a clear relationship between childhood sexual
abuse and adult-onset depression, and that CSA in girls was a risk factor for adult-onset
depression in women. Women CSA victims may be more likely to suffer from
depression in adulthood than men who have been victims of childhood sexual abuse as
well. Disproportionately affecting females, epidemiology studies of adults in varying
segments of the community have found that 15 to 33 percent of females and 13 to 16
percent ofmales were sexually abused in childhood (Polusny & Follette, 1995).
Polusny & Follette (1995) in their review of the long-term correlates ofCSA, found that
significantly higher rates ofmajor depression in the sexually abused, compared to non-
abused subjects, with prevalence rates ranging from 13% to 88% for CSA survivors and
4% to 66% for non abused subjects.
Additionally, women were estimated to be victimized by domestic violence at a
rate of 8 to 17 percent annually and as a result, are at an increased risk for mental health
problems and disorders as well as physical injury and death (Wilt & Olsen, 1996). The
mental health consequences of domestic violence include depression, anxiety disorders
(e.g., post-traumatic stress disorder, suicide, eating disorders, and substance abuse)
(Institute of Medicine, 1998; Eisenstat & Bancroft, 1999). Furthermore, women are
twice as likely as men to develop post-traumatic stress disorder following exposure to
life-threatening trauma (Breslau et al., 1998).
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Depression Among African American Women
Research of the literature regarding the prevalence of depressive symptoms in
African American women suggested that depression is an acute public health problem
for this group in particular. Kaplan, Roberts, Camacho, & Coyne (1987) showed that
the highest prevalence rates of depressive symptoms were for African American
females, followed by non African American females, African American males, and non
African American males. Moreover, Mitchell & Herring (1998) wrote that African
American women disproportionately live with untreated depressive symptoms, and
rarely receive the proper diagnosis or treatment. By some estimates only 7 percent of
the African American women suffering from depression receive any treatment,
compared to 20 percent of the general population. Additionally, they suggested that
doctors often misdiagnose African American women, concomitant with their own lack
of knowledge that treatment exists and simply not seeking treatment. Moreover, Barbee
(1992) advocated special sensitivity in regard to assessment, diagnosis, treatment, and
prevention of depression for this population. She further wrote how research typically
does not deal with African American women's lived experiences with depression.
Within American society, African American women may internalize societal
devaluation because of their ethnic or cultural attributes. This “double jeopardy” status
places the African American women at risk for depression because of her double
minority status ofbeing both African American and female. In fact, it was suggested by
Warren (1995), that African American women occupy a “triple jeopardy” status because
in addition to living in a majority-dominated society and perceptions of being at the
lower spectrum of society, they also are involved in multiple stress-producing roles. As
a result, African American women are at a heightened risk for depression because of the
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occurrence and linkage of their minority status and role contradiction (Carrington, 1980;
Warren, 1994). Richardson & Wade (1999) wrote about how African American
women’s depression was connected to their history in captivity in the United States as
part of the legacy of slavery. They suggested that as a result of traditionally being
expected to do both “men’s”and “women’s” work, African American women became
increasingly irritable from maintaining multiple roles and “today turn the chains and
whips” on themselves, while masking an attitude of infallibility and strength as they
become more depressed and exhausted (p.l31). Similarly, other studies examined the
barriers against this population having full participation within American society and
how the African American women cope with the dynamics of being strategically
designated for and relegated to the lower end of the American economic-political system
(Warren, 1994; Poussaint, 1990). Increasingly, there appeared to be a growing body of
literature discussing the relative importance of the psycho social factors that correlate
with, or predisposes African American women to psychological distress. Poussaint
(1990), discussed how as a group, African American women, socio-politically, find
themselves situated at the lower end of the American economic-political system.
Sharing similar views with other researchers such as Carrington (1980), and Collins
(1981), he wrote about how, that in spite of labels, such as 'super women' and 'matriarch'
projected on African American women by majority group members and reinforced
within the culture, African American women remained the lowest paid worker, held in
least esteem, and hold the least power on the economic-social hierarchical ladder.
Much of the literature reviewed indicated that there are historical, economic, and
socio-cultural context influences on mental health and mental illness. Poussaint (1990)
postulated that mental health and mental illness exist in socio-political contexts.
30
He suggested that socioeconomic conditions were directly attributable to the prevailing
predicament ofAfrican Americans. Moreover, Carrington (1980) suggested that
African American women were at risk for depression because of influences of racism,
sexism, and classism which all have an interactive influence that render African
American women less healthy and more vulnerable to depression that Euro-American
women. She further contended that as a result of few culturally competent health
professionals and discrimination among their African American female peer groups,
these women were more likely not to seek mental health treatment because they may
feel guilty, and instead learn to accept their depressive symptoms as a normal state as
their symptoms intensify.
The impact of depressive symptoms on African American women can greatly
impact behaviorally, both their physical health and sense ofpsychological well-being.
In addition to being features of depressed mood, feelings of sadness, worthlessness, and
hopelessness are also features that may be present in individuals exhibiting low self¬
esteem. There may be a connection between these feelings and the physical behavior
that African American women engage in when they are experiencing depressed mood.
Obesity and Risk for Depression Among African American Women
It was estimated that about 75% ofAfrican American women are obese (Jones,
1999). In a study eonducted by Folsom, Burke, Byers, Hutchinson, Heiss, Flack,
Jacobs, & Caan (1991) examining the implications of obesity for cardiovascular disease
in African American’s, they found that the prevalence of obesity and weight gain during
young adulthood were much greater in African American women than in white women,
and that even in their early 20s, African American women were considerably more
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obese than were their white eounterparts. Further, studies have shown that Afriean
American women were less likely to engage in primary prevention behaviors such as
exercising, maintaining a favorable weight, and are more likely to over-eat and maintain
sedentary lifestyles (Roberts, et al., 2000; Jones, 1999; Nies, 1998; Duelberg, 1992;
Folsom, et al., 1991; Van Itallie, 1985). In a study looking at the association between
physical activity and depression among African American women, Totolero, Masse,
Wong, Meyers, & Fulton (1999) found that leisure-time physical activity may he
protective against depression.
Roberts et al., (2000) landmark study clearly determined the adverse effect of
obesity on the risk for depression, which may be implicated in the etiology of
depression. Still others examined the notion of differential consumption of nutrients
affecting depression, such as carbohydrates that effect both central serontologic
activities in the brain and weight as well (Palinkas, et al., 1996; Rosenthal, et al., 1987;
Lieherman, et al., 1986).
While it is putative that in the general population obesity is most often caused by
poor dietary intake, over-eating, and lack ofparticipation in a routine of regular physical
exercise, there is much conjecture as to possible contributing factors associating obesity
with depression. These studies further pointed out that the obese may be at an increased
risk for depression and were twice as likely to report symptoms of depression than those
with normal weight.
Smoking. Alcohol/Substance Abuse and Depression
Alcoholism, cigarette smoking, substance abuse, and HIV/AIDS are other
conditions that may also affect African American women with dysphoric mood.
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The Epidemiologic Catchment Area (ECA) studies found that nearly 40 percent of
people with an alcohol disorder also fulfilled criteria for a psychiatric disorder. And,
among people with other drug disorders, more than half reported symptoms of a
psychiatric disorder (Regier et al., 1990). Some studies showed elevated rates of these
disorders among people with alcohol and substance abuse disorders, still others
suggested that the prevalence ofmood and anxiety disorders were no greater among
alcohol and substance abusers than in the general population (Merikangas et al., 1998;
Kosten & Ziedonis, 1997). While it was apparent in the literature that many patients
receiving treatment for addiction appear depressed, only a small percent may receive a
formal diagnosis ofmajor depression as a concurrent illness.
Moreover, the relationship between mood and smoking has been documented in
numerous clinical studies and population-based surveys since 1990 (e.g., Anda et al.,
1990; Breslau et al., 1991; Hall et al., 1991; Lee & Markides, 1991; Breslau et al., 1992;
Kendler et al., 1993). In clinical observations conducted by Glassman, Helzer, Covey,
Cotter, Stetner, Tipp, and Johnson (1990) they observed an excess of depressed persons
among smokers. The lifetime prevalence ofmajor depressive disorder among smokers
was more than double that among nonsmokers (6.6 percent vs. 2.9 percent), and smokers
with a lifetime history of clinical depression were one-half as likely as smokers without
a history (14 percent vs. 28 percent) to succeed in attempts to stop smoking. A report by
Bock, Goldstein, and Marcus (1996) suggested that depression may be undiagnosed in
some smokers because symptoms were suppressed, but only as long as they continue to
smoke. According to the American Lung Association (2000), African Americans were
less likely to succeed in quitting than their white counter parts.
In addition, some studies in adults suggested that the relationship between
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smoking and depression may be even stronger for women than for men (Anda et al.
1990; Glassman et al, 1990; Perez-Stable et al, 1990), however a stronger link between
smoking and depression in women has not been universally observed (Breslau, 1995,
1998). Kendler and associates (1993) argued that the strong association they observed
between smoking and major depression in women was most likely the result of
inherited, neurobiological factors that predispose to both conditions. Nevertheless, there
was support for the hypothesis of smoking serving as self-medication for persons who
were depressed. Inferential evidence supports the hypothesis that persons with
depression smoke as a form of self-medication (Breslau et al, 1993). Nicotine has been
described as having antidepressant effects (Rausch et al, 1989; Balfour, 1991). In fact,
studies have found that smoking a single cigarette can cause mood elevations and
transient pleasurable effects in smokers (Jasinski et al, 1984; Henningfield et al, 1987).
Notwithstanding, the relationship between smoking and depression may appear
bidirectional, yet definitively this remains unclear. In a 1997 study, Choi, Patten,
Gillin, Kaplan, and Pierce (1997) found that cigarette smoking was the strongest
predictor of the development of depressive symptoms in adolescents, and the effects
were more prevalent in girls than in boys. On the other hand, another study conducted
by Patton and colleagues (1988), showed that depression and smoking may be the result
ofpeer influence. However, a longitudinal study by Breslau et al, (1998) showed that a
history of daily smoking in 1,007 young adults at study entry significantly increased the
risk ofmajor depression five years later and the history ofmajor depression at baseline
increased risk ofprogression to daily smoking. For African Americans, it was reported
that the smoking rates were higher, with the prevalence ofcurrent smoking estimated at
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26.7 percent, compared with 25.3 percent for whites (The American Lung Association,
2000).
There was also an established high prevalence of smoking among persons with
alcoholism which has long been recognized that was similar for women and men (Istvan
& Matarazzo, 1984; Bobo, 1989). The mechanisms for this relationship has been linked
to nicotine increasing tolerance to the deleterious effects of alcohol on behavior, which
may directly enhance the reinforcing effects of alcohol, or may act in both ways
(Pomerleau, 1995). In light of the high rate of comorbidity of alcohol dependence and
major depression (Weissman & Myers 1980; Helzer et al., 1988; Ross et al., 1988;
Merikangas & Gelemter, 1990; Regier et al, 1990), it was speculated that coexisting
depression contributes to or mediates the association between alcohol dependence and
smoking. In a study of both women and men smokers with a history of alcohol
dependence measuring self-ratings of depression, it was found that those who currently
consumed alcohol had significantly higher self-ratings of depression than those who did
not consume alcohol (Pomerleau et al., 1997). Another study showed that the
occurrence of depression together with alcohol dependence exerted a detrimental effect
on ability to stop smoking in men, but not in women (Covey et al., 1993). Therefore, the
association of smoking and depression is particularly important for women, who were
more likely to be diagnosed with depression than men. Additionally, the association of
nicotine dependence with other drug use extended to illicit drugs and has also been
observed for cannabis and cocaine dependence as well (Breslau, 1991). A national
survey showed that, as with depression and alcohol use, there existed a strong
association between depression and virtually all illicit drug use (Grant, 1995). Finally,
according to the National Institute ofMental Health (NIMH) (1999), substance abuse
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disorders were present in 32 percent of individuals with depressive disorders. They also
co-occur in 27 percent of those with major depression and 56 percent of those with
bipolar disorder.
Depression Among Persons With Chronic Tllnesse.s
Individuals with depression face an increased risk of death from coronary artery
disease (Glassman & Shapiro, 1998) and certain chronic illnesses were associated with
depression. Research conducted in 1999 by the NIMH has shown that major
depression occurs in the following:
• Between 40 and 65 percent of patients who have had a myocardial
infarction (MI). And, MI patients with depression may also have a
shorter life expectancy than non-depressed MI patients.
• Approximately 25 percent of cancer patients.
• Between 10 and 27 percent ofpost-stroke patients.
In a study conducted by Wells et al (1991), it was found that individuals with
depression had a high prevalence (65 percent to 71 percent) of any of eight common
chronic medical conditions which include arthritis, hypertension, diabetes, chronic lung
problems, coronary artery disease, mycardial infarction, chronic back pain, and
gastrointestinal disorder. After surveying for chronic medical conditions among
depressed patients across major types ofclinical settings consisting ofgeneral medical
and specialty mental health sectors, they determined that depression and chronic medical
conditions co-exist. In a study by Kaplan et al., (1987) on physical health problems as
risk factors for depressive symptoms, they reported that an increased risk of depression
was associated with a variety ofother medical and psychiatric disorders. Further, they
examined this association in terms ofhow depression may represent a nonspecific
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affective response to complex physical and psychological stresses imposed by health
problems.
Increasing recognition in the medical and scientific communities acknowledge
the importance ofbehavioral and psycho social factors in the prevention, development,
and treatment of cardiovascular disorders (Krantz et al., 2000; Rozanski et al., 1999;
Carney et al., 1995; Kaplan & Keil, 1993; Williams et al., 1992). Moreover, multiple
psychological and behavioral factors are attributed to contributing to coronary disease
risk as well. It has also been suggested that clinical depression increases susceptibility
to cardiac arrhythmias and/or sudden cardiac death. Social and environmental stress as
a possible contributor to cardiac morbidity and mortality was also suggested to be
inversely related to socioeconomic status with disease rates higher among poorer
individuals.
Framework for Understanding Systems that Affect Mental Health
There has been compelling evidence that race and ethnicity correlated with
persistent, and often increasing, health disparities among U.S. populations (Department
ofHealth & Human Services, 1998). Compared to the U.S. population as a whole, there
are continuing disparities in the burden of illness and death experienced by Afncan
Americans, Latinos, American Indians and Alaska Natives, Native Hawaiians and other
Pacific Islanders. Progressive schools of thought in health research are providing new
ways of examining racial and ethnic disparities in healthcare. One such school of
thought to explain these disparities can be found in the notion of institutionalized
oppression.
As a framework for understanding the interconnected systems that adversely
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impact the lives of racial and ethnic minorities, the theory of institutionalized oppression
can be used to explore the social, economic, political, and cultural factors that impact
the health status ofminority groups. Institutionalized oppression is thus more than an
abstract, ideological concept but rather a fundamental organizing principle of society.
Health research has shown that socioeconomic status (SES) is an interconnected
organizing principle operationalized through institutionalized oppression, which has
been shown to play an important role in the racial and ethnic variation in health status in
the United States (Adler, Boyce, Chesney, Cohen, & Folkman, 1994; Buker, Gomby, &
Kehrer, 1989; Kreiger, Rowley, Herman, Avery, & Phillips, 1993; Williams, 1990;
Williams & Collins, 1995; Williams & Rucker, 1996).
Williams and Rucker (1996) pointed to SES as being one of the strongest
determinants of health because it served as a powerful predictor of variations in mental
health status. Further, they argued that there was an inverse association between SES
and health status, as well as a strong relationship between race and SES, with SES
variations accounting for a large part of racial differences in health status. They
explained how SES served as a social stratification system of an individuals or groups
social position in society as measured in terms ofpoverty, earnings, wealth, occupation,
or education.
Disproportionately, racial and ethnic minority groups find themselves at the
lower levels of this social stratification system. In terms ofpoverty, in the United States
nearly 14% of individuals live in poverty, with another 20% in near poverty. According
to the 1996 Bureau ofCensus figures, 54.9% of those living below the poverty levels
were ethnic minorities, with 62.6% of female-headed household being poor. Fifty-four
percent (54%) ofAfrican American women and 56% of Latinas living in the United
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States were poor, compared to only 25% ofwhite women being poor. Additionally, the
foreign bom population was also disproportionately poor when compared with natives
of the United States, as 21% live below the poverty level. Clearly, then, racial and
ethnic status was also associated with poverty. Poussaint (1983) wrote that “although
poverty does not necessarily results in poor mental health, it is a significant contributing
factor.” (p. 19) However, Myers (1992) suggested that “by nature, poverty is an illness-
inducing state because of the long-term consequences of the continuous exposure to
pathogens and to endemic stressors, and because of the chronic scarcity of services,
resources and assets.” (p. 119) Nevertheless, there is mounting data that determine that
the lower the socioeconomic status, the poorer the health outcomes and the greater the
adverse health conditions.
It is because of social stratification and the impact of institutionalized oppression
in society that African Americans are disproportionately affected by the unequal access
and distribution of income, education, occupational status, and as a result are
disadvantaged in terms of health by this inverse association between SES and health
status.
Recent Evidence for On-going Institutionalized Oppression
Workforce and Housing-Related discrimination.
Recently, despite workforce diversity programs and affirmative action, African
Americans, other minorities, and women have brought suits in federal courts against
companies that have discriminated against them in hiring, promotions, work
assignments, and equal pay. Suits against banks and insurance companies as well, have
led to a number of housing-related judgments (McCoy, 1997).
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These cases illustrate how institutionalized discrimination based on race or gender
contribute to health disparities by limiting access to economic advancement, housing,
and other benefits of society.
The number ofemployment discrimination cases before the federal courts has
more than doubled during the past four years, including cases against some of the United
States’ largest corporations. This explosion in discrimination suits has been fueled by
new laws, such as the Civil Rights Act of 1991 and the 1990 Americans with
Disabilities Act, which offer additional options to victims of bias. The former law
allows victims ofworkforce discrimination to sue employers for discrimination in
hiring, terms and conditions of employment, unfair promotion procedures, and racial
harassment. The latter law prohibits discrimination against employees who were
physically or mentally challenged.
Examples of pending or settled cases of racial discrimination provided clear
examples of the effects of overt institutional racism and lingering evidence for
institutionalized oppression. In the class-action suit brought by 160,000 black women
plaintiffs against Publix Super Markets, these employees charged that they were denied
jobs, promotions, and equal pay. While denying wrong-doing, Publix settled for a total
of $85.5 million, agreed to new hiring and promotion practices to be monitored by the
U.S. Equal Employment Opportunity Commission (EEOC) affecting women and
minorities workers in 535 stores in Alabama, Florida, Georgia, and South Carolina.
Discriminatory hiring and promotion practices affecting black employees were
uncovered at Texaco, Inc., with a federal judge finding corporate bias and approved a
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settlement of $ 176.1 million. The ruling covered every African American employee
who was in a salaried position at Texaco or its subsidiaries any time during a five and
one-half-year period ending in mid-November 1996. Claimants received awards
ranging from $60,000 to $80,000.
The Department of Justice (DOJ) and the New York State Banking Department
found that Albank, a savings and loans company based in Albany, New York, violated
the Fair Housing Act and the Equal Credit Opportunity Act by deliberately refusing to
approve loans for housing in minority neighborhoods (redlining) in several cities in
Connecticut, as well as in areas ofWestchester County, New York. As part of a
settlement agreement with the DOJ, Albank agreed to provide $55 million in discounted
home mortgages in affected communities. As part of another housing-related DOJ
settlement. Nationwide Insurance Company agreed to invest $13 million in inner-city
neighborhoods, after the DOJ found that Nationwide violated the U.S. Fair Housing Act
by systematically refusing to sell homeowners insurance in, or redlining, low-income
non-white and non-English-speaking communities. Finally, Allstate Insurance, one of
the nation’s biggest insurers, settled a case in which it was accused of redlining urban
areas, deliberately refused to write policies and quoting higher prices for insurance for
blacks and Latinos, and setting-up additional restrictions that white clients did not face.
The settlement included an agreement for Allstate to hire the National Fair Housing
Alliance to test its agents to ensure they do not discriminate.
Through discriminatory practices such as redlining, racially distinct residential
zones for black and other minorities are sustained, creating adverse effects on
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opportunities for education, employment, access to health care services and recreational
facilities, and socioeconomic mobility. In addition, neighborhood quality and quality of
associated services vary considerably depending on the racial and ethnic composition of
the neighborhood. Black and Latino households tend to report more problems in their
neighborhoods, including crime, litter and housing deterioration, and poor public
services.
Health Care Access
According to the Office for Civil Rights (2000), because of language difference
and an inability to speak or understand English, millions ofnatural origin minorities
were often excluded from programs, experience delays or denials of services, or
received care and services based on inaccurate or incomplete information due to limited
English proficiency (LEP). Persons who lacked proficiency in English were excluded
from various benefits and services for which they were eligible, such as the State
Children’s Health Insurance Program (SCHIP), Medicare, Medicaid or Temporary
Assistance to Needy Families (TANF) benefits, clinical research programs, or basic
health care and social services. The lack of language assistance capability among
provider agency employees had particular adverse consequences in the area of
professional staff services, such as health services. Doctors, nurses, social workers,
psychologist, and other professionals provide vitally important services whose very
nature requires the establishment of a close relationship with the client or patient that is
based on empathy, confidence and mutual trust. Such intimate personal relationships
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depend heavily on the free flow of communication between professional and client.
Some health and social service providers have begun to bridge the language gap by
encouraging language minority clients to provide their own interpreters as an alternative
to the agency’s use of qualified bilingual employees or interpreters. However, more
often than not, persons of limited English proficiency must rely on minor children,
neighbors or even strangers to act as interpreters, thus creating an additional barrier to
accessing healthcare. These practices have severe drawbacks and may violate Title VI
of the Civil Rights Act of 1964. In each case, in direct conflict Title Vi’s promise of
equal access to federally assisted programs and activities, services are denied, delayed or
provided under adverse circumstances. This may have serious and sometimes life
threatening consequences for ethnic minorities with LEP and generally, may constitute
discrimination on the basis ofnational origin.
Relationship Between Unfair Treatment and Adverse Health Outcomes
A wide variety of studies have shown clear relationships between experiences of
unfair treatment and blood pressure contributing to hypertension as an emotional
response to stress and anger (Harburg, Erfurt, Hausenstein, Chape, Schull, & Schorke,
1973; Kreiger, 1990). Research has determined for racial and ethnic groups such as
African Americans experiencing unfair treatment based on race, psychic distress, other
alterations in physiological processes may result. In a paper which examined data
generated by a thirteen-year national panel study that surveyed the relationships between
the experiences and perceptions of racism and the physical and mental health status of
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African Americans, Jackson et al., (1996) found that some of the strategies used by
members of subordinate groups to cope with deplorable living conditions and hostile
psycho social environment may also impair physical and mental functioning.
Williams & Rucker (1996) discussed how constant exposure to obstacles of unfair
treatment and daily social indignities may adversely affect both one’s physiological
processes and subsequent health outcomes (Williams & Collins, 1995). Similarly,
Turner & Lloyd (1995), suggested that cumulative adversity best served as a predictor of
psychological distress and mental disorders and further contended that it was a more
potent predictor ofpsychological dysfunction in contrast to the stressful events theories.
In fact, much of the literature reviewed indicated that there were historical, economic,
and socio-cultural context influences on mental health and mental illness. Poussaint
(1990) postulated that mental health and mental illness exist in socio-political contexts.
He further suggested that socioeconomic conditions were directly attributable to the
prevailing predicament ofAfrican Americans.
As described here, a major problem exists in the mental health arena.
Substantial racial and ethnic disparities appear to exist in the diagnosis and treatment of
depression and other mood disorders that could be improved by better focused
interventions. However, as noted above, current information could be enhanced in
many areas. For example, the relative influences of social and economic stratification
versus race/ethnicity on these disparate health outcomes were not entirely clear. These
data needs create a huge gap in the science basis needed on which to structure
innovative program strategies. This study generated answers to questions related to the
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national prevalence of depressive symptoms among otherwise healthy women (18-44
years of age) and women with chronic health conditions in the United States and
examines whether there were unique socio-demographic and socioeconomic factors that
may have influenced observed racial and ethnic prevalence rates.
CHAPTERS
METHODOLOGY
The research method used for this study was a correlational-predictive design.
The study used both quantitative and qualitative research methods to analytically assess
the national prevalence of depressive symptoms and other mental health indicators and
their effects on modifiable health risks, patterns of care, and identify other factors
influencing psychological well-being among women in the United States (Afifi &
Clark, 1999). Data from the 1997 National Health Interview Survey (NHIS) was used
for the study.
The National Health Interview Survey (NHIS) is a multi-purpose health survey
conducted by the National Center for Health Statistics (NCHS), Centers for Disease
Control and Prevention (CDC), and is the principal source of information on the health
of the civilian, noninstitutionalized, household population of the United States
(National Center for Health Statistics, 2000). The NHIS has been conducted




NHIS data was obtained from public use data sets provided by the National
Center for Health Statistics. This study used the secondary source research method.
Setting
The interviewed sample for the 1997 NHIS consisted of 39,832 households in the
United States, which yielded 103,477 persons in 40,623 families. These households were
located in the 50 states and the District of Columbia. All of the counties in the United
States, as reported in the 1990 Decennial Census, were examined.
Subject Pool
The interviewed sample for the Sample Adult component, which required self¬
response to all questions, included 36,116 persons 18 years of age and older. Of those
persons 18 years of age and older, 20,619 were women, 13,455 were white, non-
Hispanic; 3,139 were black, non-Hispanic; and 3,211 were ofHispanic ethnicity.
The total non-interview rate was approximately 8.2%: 5.0% was the result of
respondent refusal, and the remainder was primarily the result of failure to locate an
eligible respondent at home after repeated calls or unacceptable partial interviews. The
total non-interview rate for the Adult Sample Person component was 11.0% ofpersons
identified as sample adults. The final response rate for the Adult Sample Person
component was calculated as (Overall Family Response Rate)(Adult Sample Person
Response Rate), or (90.3%)(89.0%) = 80.4%.
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Sample
The sample population consisted of all members of the subject pool 18-44 years
of age who were home at the time of the interview, or ifnot at home during the
interview, information was provided by a knowledgeable family member.
Weighting Information.
The sample was chosen in such a way that each person in the covered population
has a non-zero probability of selection. These probabilities of selection, along with
adjustments for non-response and post-stratification, are reflected in the sample weights
that were provided in the data files.
Recall Period and Weights.
Some questions for particular events have recall periods referring to, for
example, the “last 2 weeks” or “last 3 months.” In general, annual estimates were be
made using these types of variables, by assuming that the average rate of occurrence was
the same over the last year as over the last two weeks (or three months).
Variance Estimation.
The data collected in the 1997 NHIS was obtained through a complex design
involving stratification, clustering, and multistage sampling. Because of this complex
design and adjusted sampling weights, it was necessary to use the weights that were
included in the data file for analyses. The direct application of standard statistical
analysis methods for estimation and hypothesis testing may yield misleading results.
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Sample Design
This study relied on respondents who provided self-identified race and ethnicity
information in the 1997 NHIS Survey. There were two kinds of race variables on the
1997 NHIS data file: the first group corresponds closely to the ones used on previous
NHIS data files (white, black, Hispanic, American Indian or Alaska Native, and Asian or
Pacific Islander), and the second conforms to the new Office ofManagement and Budget
(0MB) Directive 15 standard, which includes 31 possible codes (including single and
multiple race options) and allows respondents to the Census and federal surveys to
indicate more than one group in answering questions on race.
Instrumentation
The instruments used for data analysis in the study were the 1997 National Health
Interview Survey (NHIS) Family Core and Sample Adult Core questionnaires (see
Appendix B). The questionnaires were used to prepare an analysis file and code book of
the variables to be examined.
Person-Level Variables were derived from the six sections making up the Family
Core of the NHIS. The following four sections were used for this study: 1) Health Status
and Limitation ofActivity; 2) Health Care Access and Utilization Section; 3) Socio-
Demographic Section; and, 4) Income and Assets Section.
The Health Status and Limitation ofActivity section of the NHIS Family Core
questionnaire contained information addressing respondent-assessed disabilities and
associated conditions, and overall health status. The Health Care Access and Utilization
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data from the Family Core of the NHIS contain information addressing access to health
care and utilization of services.
The Socio-Demographic section of the Family Core questionnaire collected
information on place of birth and educational attainment for all family members,
regardless of age. And, the Income and Assets section of the Family Core contained
information regarding a variety of income sources, as well as estimates of total combined
family income and home tenure status.
The Sample Adult variables Section of the NHIS covered many of the subjects
included in the Family Core. However, the questions in the Sample Adult section were
more specific, and were intended to gather more detailed information. The six sections
comprising the Sample Adult variables were as follows: 1) Adult Conditions Section;
Adult Health Status and Limitation ofActivity Section; 3) Adult Health Behaviors
Section; Adult Health Care and Access and Utilization Section; 5) Adult Demographics
Section; and, 6) Adult AIDS Section.
The Adult Conditions Section contained information regarding specific health-
related conditions organized by organ system or health topic. The Adult Health Status
and Limitation ofActivity Section contained information on respondent-assessed
limitations regarding various physical tasks, as well as social activities, the underlying
conditions associated with these disabilities, and information regarding the duration of
the conditions. In the Adult Health Behaviors Section, four health-related behaviors were
included in the Core: cigarette smoking, physical activity, alcohol use, and body weight.
The Adult Health Care Access and Utilization section contained variables concerned with
Access to Care and Health Care Provider Contacts. Additionally, in the Sample Adult
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Demographic section employed sample adults were asked several questions regarding
their occupation.
Finally, the Adult AIDS Section contained a series of questions related to testing
for the AIDS virus. This section also contained questions on respondents’ plans for
being tested in the future and their reasons for those plans, as well as their perceived
personal risk for getting AIDS. This study used variables of interest from all six sections
of the Sample Adult questionnaire.
Hypotheses
This study sought to determine whether;
1. The national prevalence of depressive symptoms among African American
women (18 years of age and older) was higher than that among white women and
women from other racial/ethnic groups with similar socio-demographic and
socioeconomic profiles.
2. The national prevalence of depressive symptoms among African American
women with chronic health conditions (e.g., arthritis, cardiovascular disease,
diabetes) was higher than that among white women and women from other
racial/ethnic groups with similar socio-demographic and socioeconomic profiles.
3. Afiican American women with chronic health conditions who report depressive
symptoms were less likely than white women and women from other racial/ethnic
groups with similar socio-demographic and socioeconomic profiles to receive
appropriate counseling and treatment.
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4. African American women with depressive symptoms report worse health-related
quality of life (HRQOL) (general self-rated health and the number of days when
physical health was not good, mental health was not good, or usual activities were
limited) more frequently compared with white women and women in other
racial/ethnic groups with similar socio-demographic and socioeconomic profiles.
5. African American women with depressive symptoms have a greater number and
higher rates of selected health risk behaviors compared to white women with
depressive symptoms and women in other racial/ethnic groups with similar socio¬
demographic and socioeconomic profiles.
6. African American women have less access to appropriate care for depressive
symptoms than do white women and women in other racial/ethnic groups with
similar socio-demographic and socioeconomic profiles.
7. African American women with depressive symptoms receive counseling services
less frequently than do white women and women in other racial/ethnic groups
with similar socio-demographic and socioeconomic profiles.
Analysis
Stratified analyses were performed with multi-level dichotomous comparisons of
factors potentially associated with depressive symptoms as outcomes or as causal factors.
The main stratification variables were race, ethnicity, gender, and age. In all
comparisons whites represented the referent group. Additional questions in the Sample
Adult Core and Family Core represented the main comparison (independent) variables
and were used for descriptive, comparative, correlational, and inferential analyses (Afifi
& Clark, 1999). These included questions on demographics (marital status, education,
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employment status, income and assets), health risks/stressors (alcohol, tobacco, physical
activity, obesity), physical health status (chronic illnesses, e.g., heart disease), health care
access, and health care utilization (e.g., physician visits).
Inferential analyses was used to identify potential predictors of depressive
symptoms and various outcomes. In the multivariate analysis, multiple logistic
regression was used to answer questions regarding the correlates of depressive
symptoms. Logistic regression models were constructed using factors/independent
variables from the bivariate comparisons that were significantly associated with
depressive symptoms (for example, race/ethnicity; educational attainment; annual
income; employment status; chronic illness; obesity; smoking status).
Two approaches were used: (1) to determine the correlates of having depressive
symptoms across race and ethnic groups, race and ethnicity were stratified, then the
model was run. This allowed comparison of risk predictors for higher odds of having
depressive symptoms by race and ethnicity; (2) to assess whether race/ethnicity
themselves were correlates of having depressive symptoms, race/ethnicity were included
in the model along with the other factors. SAS® and SUDAAN™ were used for these
analyses. “PROC Multilog” performed these calculations.
The variables used in this study were derived from two files from the 1997 NHIS
data, which are 1) the Family Core, and 2) the Sample Adult Core (Appendix B).
Responses to questions inquiring about mental health conditions from the Sample Adult
Core and Family Core questionnaires were analyzed as the primary outcome (dependent)
variables and are as follows:
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1. Persons who answered {ALL orMOSTofthe Time} to any of the self-reported
question(s) in the survey on “feelings” were defined as having either “depressive
symptoms” or “anxiety symptoms”.
2. Persons who answered (YES) to questions regarding having certain long-standing
medical conditions were defined as having “chronic medical conditions.”
3. Standard questions related to general self-rated health and defined health-related
quality of life (HRQOL) measures as days when certain “feelings” interfered with
the respondents life or activities, mental health was not good, or usual activities
were limited.
4. Persons who answered {A Lot) to questions measuring HRQOL, were defined as
having “unhealthy days due to mental health.”
5. Persons who answered (CAN’TDO ATALL or VERYDIFFICULT) to questions
about social activities and doing things to relax or for leisure, and who also
identified that they had depression, anxiety, or an emotional problem as the health
problem causing the difficulty, were defined as having “social limitations due to
mental health.”
6. Persons who indicated ("Yes ”} and identified “Mental health care or counseling”
to an access question related to inability to pay for services, were defined as
having a “Cost Barrier” to mental health care.
7. Persons who were defined as having a “depressive symptom” and who indicated
(“Yes ”} to an access question indicating that they had seen a mental health
professional such as a psychiatrist, psychologist, psychiatric nurse, or clinical
social worker, were defined as having “Access” to mental health care.
Finally, this study assessed whether there were significant differences in the
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prevalence of these factors/comparison variables among women across racial/ethnic
groups using the (chi square) statistic. In all comparisons, white women represented
the referent group. SUDAAN™ statistical software was used to calculate prevalence
estimates, their standard errors and 95% confidence intervals (Shah et al., 1996). For
inferential analyses to assess predictors of various outcomes, logistic regression models
were constructed. SUDAAN™ was used for these analyses. In all analyses, to determine
whether the number of observations were adequate to generate stable, reliable estimates,
relative standard errors (RSE) were calculated (RSE defined by dividing the standard
error of a prevalence rate by the prevalence rate). Rates with relative standard errors of
30 or higher were considered unreliable. For situations where the relative standard error




Characteristics of the Study Population
The sample pool included 36,116 persons 18 years of age and older representing
195,276,321 non-institutionalized civilians in the United States when the sample weights
were applied. Of interviewed persons, 20,619 were women (weighted count;
101,596,265 persons); 13,455 (65.6%) were white, non-Hispanic (weighted count:
75,476,866 persons); 3,211 (15.6%) were Hispanic (weighted count: 9,451,098 persons);
3,139 (15.2%) were black, non-Hispanic (weighted count: 11,927,939 persons); 495
(2.4%) were Asian/Pacific Islander, non-Hispanic (weighted count: 3,140,980 persons);
205 (0.99%) were categorized as other or multiple race, non-Hispanic (weighted count;
967,122 persons); 92 (0.45%) were American Indian/Alaska Native, non-Hispanic
(weighted count: 509,680 persons); and 22 (0.11%) were categorized as being of other
race/ethnicity (weighted count: 122,580 persons)(Table 1).
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Table 1. Distribution of Female Survey Respondents, by Racial/ Ethnic Group*, Age, Education,
Characteristics Total White Black Hispanic Am Indian/ Asian/
Alaska N Paciflc 1
F F F F F F
Sample Size 20,619 13,455 3,139 3,211 92 495




10,782 37,845 7,339 6,359
Age
18-24 2,112 1,118 346 538 13 58
25-34 4,254 2,401 748 914 17 124
35-44 4,416 2,749 703 732 26 148
45-54 3,230 2,171 492 437 14 78
55-64 2,175 1,515 334 264 11 31
65^- 4,432 3,501 516 326 II 56
18-44 10,782 6,268 1,797 2,184 56 330
Educational % % % % %
Attainment 16.4 28.6 47.2 29.2 16.5
Less than high school 31.1 29.3 24.8 39.3 21.4
High school grad 19.5 20.4 15.0 13.5 15.4
Some college
College Grads
33.0 21.7 13.0 18.0 46.7
Employment Status
Employed 56.7 56.3 50.0 44.9 59.5
Unemployed 1.6 4,5 3.6 4.5 2.1
Not in work force 41.7 39.2 46.4 50.6 38.3
Annual Income
{K=$ 1,000) 19.6 35.4 35.0 36.0 16.9
<$15 14.1 16.4 18.1 21.3 12.2
$l5k-$24,999k 29.4 23.5 23.7 23.6 27.0
$25k-$54,999k
$55k-r
22.9 9.7 9.5 6.7 28.5
Poverty Status
At or above poverty
level 74.6 56.4 54.1 55.1 71.1
Below poverty level 11.4 28.6 32.2 32.6 13.5
The number of female respondents aged 18-44 years in the “Multiple race, non-Hispanic” and “other” categories were too small to generate reliable
estimates.
Of interviewed persons, 15,497 were men (weighted count: 93,680,056 persons); 10,518
(67.9%) were white, non-Hispanic (weighted count: 70,016,843 persons); 2,474 (16%) were
Hispanic (weighted count: 9,815,595 persons); 1,867 (12.1%) were black, non-Hispanic
(weighted count: 9,428,206 persons); 422 (0.27%) were Asian/Pacific Islander, non-Hispanic
(weighted count: 2,994,225 persons); 137 (0.88%) were categorized as other ormultiple race,
non-Hispanic (weighted count: 890,484 persons); 56 (0.36%) were American Indian/Alaska
57
Native, non-Hispanic (weighted count: 362,182 persons); and 23 (0.15%) were categorized as
being of other race/ethnicity (weighted count: 118,521 persons)(Table 2).
58
Table 2. Distribution ofMale Survey Respondents, by Racial/ Ethnic Group*, Age, Education, Employment Status, and Annual Income - National Health Interview Survey (NHIS), 1997
Characteristics Total White Black Hispanic Am Indian/ Asian/
Alaska N Pacific I
M M M M M M
Sample Size 15,497 10,518 1,867 2,474 56 422
Weighted Size (in thousands) 93,680 70,016 9,428 9,815 362,182 2,994
18-44 Weighted Size (OOO's) 53,071 37,804 6,061 7,104
Age
18-24 1,586 891 210 386 9 69
25-34 3,380 2,057 430 735 14 . 112
35-44 3,564 2,430 421 575 12 92
45-54 2,650 1,816 331 371 11 85
55-64 1,777 1,296 211 203 7 40
65+ 2,540 2,028 264 204 3 24
18-44 8,530 5,378 1,061 1,692 35 273
Educational Attainment % % % % %
Less than high school 14.9 27.4 47.9 37.7 10.7
High school grad 28.9 31.8 23.2 22.6 13.7
Some college 19.9 19.6 15.0 17.0 19.6
College Grads 36.2 21.2 13.9 22.6 56.0
Employment Status
Employed 72.1 63.4 75.8 64.2 73.5
Unemployed 1.8 5.0 4.3 1.9 1.8
Not in work force 26.1 31.6 19.9 34.0 24.7
Annual Income (K=S1000)
<$15 13.0 27.7 28.6 13.2 18.1
S15k-$24,999k 12.8 15.2 18.6 24.5 11.7
$25k-$54,999k 33.4 28.2 27.7 37.7 27.0
$55k+ 28.7 15.2 11.2 15.1 29.3
Poverty Status
At or above poverty level 80.7 67.0 62.9 75.5 73.0
Below poverty level 7.3 19.3 23.2 15.1 13.0
The number of female respondents aged 18-44 years in the “Multiple race, non-Hispanic” and “other” categories were too small to generate reliable estimates.
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The sample for the primary study population consisted ofwomen 18-44 years or
age. Of respondent women 18 years of age and older, 10,782 (52.3 %) were 18-44 years
of age (weighted count: 54,737,897 persons). White, non-Hispanic women represented
the largest group in the sample (58.1%; weighted count: 37,845,672 persons), followed
by Hispanics (20.3 %; weighted count: 6,359,703 persons), and blacks (16.7 %; weighted
count: 7,339,849 persons). Blacks and Hispanics were over-sampled to allow more
precise estimation ofhealth but at different rates, accounting for the differences in the
weighted counts. All of the findings presented below are weighted and are representative
of the United States population. After stratifying by age, the number ofwomen aged 18-
44 years in the “Multiple race, non-Hispanic” and “other” categories were too small to
generate reliable estimates and were excluded from all but the multivariate analysis.
Education and Income.
White, non-Hispanic women were least likely to have less than a high school
education (16.4%). Hispanic women were more likely to have less than a high school
education (47.2%), compared to all other groups, followed by American Indian/Alaska
Native, non-Hispanic women (29.2%) and African American, non-Hispanic women
(28.6%).
African American, non-Hispanic (35.4%), American Indian/Alaska Native, non-
Hispanic (36.0%), and Hispanic women (35.0%) were more likely to report annual
incomes less than $15,000, compared to whites (19.6%) and Asian/Pacific Islanders
(16.9%). Asian/Pacific Islander, non-Hispanic (28.5%) and white, non-Hispanic women
(22.9%) were more likely to have annual incomes of $55,000 or more compared to other
race/ ethnic groups.
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American Indian/Alaska Native, non-Hispanic women were least likely to have annual
incomes of $55,000 or more (6.7%), followed by Hispanics (9.5%) and African
American, non-Hispanic women (9.7%).
Prevalence of Depressive Symptoms
Among non-institutionalized civilian women in the United States 18 years of age
and older, the prevalence “All orMost ofthe Time'’’ during the previous 30 days of at
least one depressive symptom was 8.8 percent. These symptoms includedfeeling so sad
nothing could cheer her up; feeling hopeless or worthless; or reporting that everything
was an effort. Eight and six-tenths percent ofwomen 18-44 years of age had at least one
depressive symptom (Table 3). The prevalence of at least one depressive symptom
among women 18-44 years of age was greatest among women in the multiple race, non-
Hispanic category (15.9%), followed closely by African American women (15.5%).
White, non-Hispanic women 18-44 years of age had the lowest prevalence (6.7%).
Although the numbers in the sample were small, ofnote is that the highest prevalence of
at least one depressive symptom among women in any category was among women 25-
24 years of age in the “other” category (26.5%), followed closely by multiple race, non-
Hispanic women aged 18-24 (22.6%).
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Table 3. National Prevalence ofDepressive Symptoms Among Women Aged 18-44 Years, by Race and Ethnicity*— National Health
Interview Survey (NHIS), 1997
Characteristics Total White Black Hispanic Am Indian/ Asian/
Alaska N Pacific I
F F F F F F
% % % % % %
Depressive Symptoms^
Any One 8.6 6.7 15.5 11.4 10.2 7.8
Two 3.0 2.5 4.9 4.3 2.6 1.5
Three 1.6 1.1 2.2 2.4 1.6 0.7
Four 0.98 0.87 1.3 1.6 1.6 0.14
Anxiety Symptoms^^
Any One 9.6 7.4 8.3 9.0 3.3 4.5
Any Two 2.9 2.7 2.9 4.0 1.6 1.9
Signs of Depressions’^ 0.49 0.8 1.2 1.6 0.14 1.6
* The number of female respondents aged 18-44 years in the “Multiple race, non-Hispanic” and “other” categories were too small to generate reliable estimates.
t Persons who indicated that “All orMost ofthe Time" during the previous 30 days that they were feeling “So Sad Nothing Could cheer them Up feeling “Hopeless or Worthless"-, or “Feeling
that Everything was an Effort".
tt Persons who indicated that they “Felt Nervous and/or Restless or Fidgety" “All orMost ofthe Time," during the previous 30 days,
ttt Persons who indicated that they had all four of the depressive symptoms and also had any of the two anxiety symptoms.
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The overall prevalence of at least one depressive symptom among men 18-44
years of age was 7.8 percent, slightly lower than that ofwomen in the same age category.
The prevalence was greatest among multiple race, non-Hispanic males aged 18-44
(15.0%), followed closely by black males (14.7%). The prevalence was lowest among
white, non-Hispanic and Asian/Pacific Islander, non-Hispanic males aged 18-44 (6.3%
and 7.0%, respectively).
The overall prevalence of two depressive symptoms among women 18-44 years
of age was 3 percent. The prevalence of two depressive symptoms was highest among
African American, non-Hispanic (4.9%) and Hispanic women (4.3%) and lowest among
Asian/Pacific Islander, non-Hispanic women (1.5%). The prevalence among white, non-
Hispanic women was 2.5 percent. Hispanic women aged 35-44 years (5.3%) had the
highest prevalence of two depressive symptoms.
The overall prevalence of three depressive symptoms among women aged 18
years and older was 1.8 percent; prevalence was 1.6 percent among women 18-44 years
of age. The prevalence of three depressive symptom among women aged 18-44 years
ranged from a low of 0.7 percent among Asian/Pacific Islander, non-Hispanic women, to
a high of 2.4 percent among Hispanic women. African American, non-Hispanic women
aged 18-44 years had a prevalence of2.2 percent.
In 1997, five hundred thirty-seven thousand, nine hundred eleven (0.98%) of
women aged 18-44 years in the United States had four depressive symptoms "’’All ofMost
ofthe Time" during the previous 30 days. The prevalence of four depressive symptoms
was highest among American Indian/Alaska Native, non-Hispanic (1.6%) and Hispanic
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women (1.6%) 18-44 years of age, followed closely by African American, non-Hispanic
women (1.3%). The prevalence of four depressive symptoms was lowest among
Asian/Pacific Islander, non-Hispanic women aged 18-44 years (0.14%).
Prevalence ofAnxiety Symptoms
Depressive symptoms often co-exist with somatic disorders like anxiety. About
half of those with a primary diagnosis ofmajor depression also have an anxiety disorder.
The prevalence of anxiety symptoms was determined by identifying women who felt
Nervous and/or “Restless or Fidgety” “All orMost ofthe Time”, during the previous 30
days.
The overall prevalence of at least one anxiety symptom among women 18-44
years of age was 9.6 percent, representing 4,194,292 individuals. Hispanic women aged
18-44 years had the highest prevalence of one anxiety symptom (9.0%), followed by
African American, non-Hispanic women (7.4%). American Indian/Alaska Native, non-
Hispanic women aged 18-44 years had the lowest prevalence ofone anxiety symptom
(3.3%).
Two and nine-tenths percent ofwomen 18-44 years of age had both of the anxiety
symptoms identified in the NHIS. Hispanic women had the highest prevalence of two
anxiety symptoms (4.0%) and American Indian/Alaska Native, non-Hispanic women
aged 18-44 years had the lowest prevalence (1.6%).
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Signs of Depression
Women who had all four of the depressive symptoms collected in the NHIS and
also had any of the two anxiety symptoms were defined as having “Signs ofDepression".
Signs of depression were present in 0.49 percent ofwomen aged 18-44 years. American
Indian/Alaska Native, non-Hispanic women aged 18-44 years had the highest prevalence
of signs of depression (1.6%), followed by African American, non-Hispanic women
(1.2%). Asian/Pacific Islander, non-Hispanic women, had the lowest prevalence
(0.14%).
Depressive Symptoms AmongWomen bv Selected Demographic Characteristics
Because of increasingly small population sizes within groups with multiple
depressive symptoms, for these and all subsequent analyses, only those women with at
least one depressive symptom were included. In general, across all racial/ ethnic groups,
the prevalence of at least one depressive symptom was similar among women aged 18-24
years, compared to those 25-34 years of age, and those 35-44 years of age.
Marital Status.
In general, the prevalence of depressive symptoms were higher for Afiican
American women compared to whites in all marital status categories. Women who either
were married or who had nevermarried, in general, had lower prevalence of depressive
symptoms than those who were widowed, divorced or separated.
The prevalence of depressive symptoms among married women 18-44 years of
age was highest among American Indian/ Alaska Native, non-Hispanic (11.2%) and
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Hispanic women (10.76%) followed by African American women (10.2%) (p= 0.0014,
for the comparison ofAfrican American, non-Hispanic women to white, non-Hispanic
women). White, non-Hispanic married women had the lowest prevalence of depressive
symptoms (4.8%). Except for a 24% prevalence of depressive symptoms among
divorced or separated American Indian/ Alaska Native, non-Hispanic women aged 18-44
years, women in all other race/ ethnic groups who were widowed had the highest
prevalence of depressive symptoms (p= 0.03, for the comparison ofAfrican American,
non-Hispanic women to white, non-Hispanic women)(Table 4).
Table 4. National Prevalence ofDepressive Symptoms Among Women Aged 18-44 years*, by
lace. Ethnicity, and Selected Characteristics— National Healt 1 Interview Survey (NHIS , 1997
Characteristics White Black Hispanic Am Indian/ Asian/
Alaska N Paciflc I
F F F F F
% % % % %
Age
18-24 8.89 15.44 9.04 13.08" 5.08"
25-34 6.15 16.34 11.38 11.30" 11.00"
35-44 6.13 14.61 13.19 7.94” 6.55"
Marital Status
Married 4.79 10.15 10.76 11.17 9.40 0.0014
Widowed 18.24" 34.77" 18.72" 0. " 0.2658
Divorced/Separated 11.73 17.66 15.47 24.01" 2.83" 0.0287
Never Married 8.60 17.50 10.78 4.63" 5.25" <0.00001
Educational
Attainment 15.72 26.46 13.44 18.77" 10.85" 0.0056
Less than high school 7.92 15.96 12.30 7.48" 11.35" <0.00001
High school grad 6.19 14.88 9.19 6.60" 7.03" 0.0001
Some college
College Grads
3.62 7.31 7.20 6.17" 6.79" 0.0054
Employment Status
Employed 5.21 12.15 10.83 9.56" 7.28 <0.00001
Not employed 17.99 24.57 14.89 9.05" 0.00" 0.2486
Not in work-force 10.38 22.14 11.82 11.31" 9.36" 0.0001
Annual Income
(K=S1000) 16.48 21.17 15.29 15.37" 8.40" 0.1042
<$15 8.77 20.93 13.46 21.84" 13.69" <0.00001
$15k-$24,999k 6.97 15.08 11.06 4.05" 12.74" 0.0005
$25k-S54,999k
$55k+
2.98 5.47 7.56 0.00" 3.32" 0.1336
Poverty Status
At or above poverty 5.71 14.53 10.79 8.78” 7.95 <0.00001
level 16.62 20.35 15.27 15.83" 9.29" 0.2223
Below poverty level
The number of female respondents aged 18-44 years in the “Multiple race, non-Hispanic” and “other” categories were loo small to generate
reliable estimates.
t “ p ” for comparison ofAfrican American, non-Hispanic women to white, non-Hispanic women,
ft The number of respondents in the category was small and these estimates may not be reliable.
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Educational Attainment.
As shown in Table 4, compared to all other race/ ethnic groups, the prevalence of
depressive symptoms was highest among African American, non-Hispanic women aged
18-44 years in all categories of educational attainment.. The highest prevalence of
depressive symptoms occurred among African American, non-Hispanic women who had
less than a high school education (26.5%)(p= 0.006, for the comparison ofAfrican
American, non-Hispanic women to white, non-Hispanie women). The prevalence of
depressive symptoms decreased as educational attainment increased, with college
graduates in all racial/ ethnic groups having the lowest prevalence. White, non-Hispanic
women aged 18-44 years who were college graduates had the lowest prevalence of
depressive symptoms (3.6%)(p= 0.005, for the comparison ofAfrican American, non-
Hispanic women to white, non-Hispanic women).
Employment Status.
Women who were employed were less likely to have depressive symptoms
compared to women who were not employed or not in the work-force. Compared to all
other race/ ethnic groups, the highest prevalence of depressive symptoms occurred in
African American, non-Hispanic women aged 18-44 years who were not employed
(24.6%)(p= 0.25, for the comparison ofAfrican American, non-Hispanic women to
white, non-Hispanic women) or who were not in the work-force (22.1%)(p= 0.0001, for
the comparison of African American, non-Hispanic women to white, non-Hispanic
women). The lowest prevalence of depressive symptoms occurred among employed
white, non-Hispanic women (5.2%).
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The prevalence of depressive symptoms among Hispanic women aged 18-44 years who
were employed was 10.8 percent.
Annual Income.
Among women aged 18-44 years in all racial/ ethnic groups, the prevalence of
depressive symptoms decreased as annual incomes increased, with the highest prevalence
of depressive symptoms among women with annual incomes less than $15,000 and the
lowest among women making $55,000 or more. Compared to all other race/ ethnic
groups, African American, non-Hispanic women 18-44 years of age had the highest
prevalence of depressive symptoms in all annual income categories, with the highest
prevalence occurring among women with annual incomes of less than $15,000 (21.2%).
White, non-Hispanic women aged 18-44 years with annual incomes of $55,000 or more
had the lowest prevalence of depressive symptoms (3%), followed by African American,
non-Hispanic women making $55,000 or more (5.5%), and Hispanic women in this
income bracket (7.6%).
Women 18-44 years of age who were below the poverty level had a higher
prevalence of depressive symptoms than those at or above poverty level. African
American, non-Hispanic women had the highest prevalence of depressive symptoms
whether at or above (14.53%)(p= <0.00001, for the comparison ofAfrican American,
non-Hispanic women to white, non-Hispanic women), or below (20.4%) poverty level,
compared to all other race/ ethnic groups.
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Provider Contacts Among Women with Depressive Symptoms
Overall, 8.7 percent ofwomen aged 18-44 years with depressive symptoms had
seen a general doctor during the previous year. A higher proportion ofAfrican
American, non-Hispanic women aged 18-44 years with depressive symptoms (15.6%)
had seen a general practitioner compared to their Hispanic (11.9%) and Asian/Pacific
Island, non-Hispanic women counterparts (9.0%)(p= <0.00001, for the comparison of
African American, non-Hispanic women to white, non-Hispanic women). White, non-
Hispanic women (6.9%) were least likely to have seen a general practitioner.
As shown in Table 5, 17.23 percent ofwomen aged 18-44 years with depressive
symptoms talked to a mental health care provider during the previous year, including
mental health professionals such as a psychiatrist, psychologist, psychiatric nurse, or
clinical social worker. African American, non-Hispanic women with depressive
symptoms (29.0%) were more likely to talk to a mental health professional than were
Hispanic women (26.1%) or white, non-Hispanic women (14.2%)(p= 0.02, for the
comparison of African American, non-Hispanic women to white, non-Hispanic women).
69
Table 5. Proportion ofWomen 18-44 years ofAge Reporting Depressive Symptoms who saw or Talked to a General Practioner or a Mental Health Professional,
by Race and Ethnicity*- National Health Interview Survey (NHIS), 1997
Characteristics Total White Black Hispanic Am Indian/ Asian/
Alaska N Pacific I
F F F F F F
% % % % % %
Physician contacts
in the past 12 months
General Doctor 8.71 6.86 15.60 11.87 13.43^t 9.03 <0.00001
Mental Health ProfessionaP''^'^ 17.23 14.19 29.02 26.05 28.60tt O.Qtt 0.0244
* The number of female respondents aged 18-44 years in the “Multiple race, non-Hispanic” and “other” categories were too small to generate reliable
estimates.
t “ p ” for comparison ofAfrican American, non-Hispanic women to white, non-Hispanic women.
tt The number of respondents in the category was small and these estimates may not be reliable.
ttt Mental health professional such as a psychiatrist, psychologist, psychiatric nurse, or clinical social worker.
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Overall, a higher proportion ofAfrican American, non-Hispanic women (23.4%)
aged 18-44 years with depressive symptoms had ten or more physician visits during the
previous year compared to Hispanic women (22%)(p= 0.003, for the comparison of
African American, non-Hispanic women to white, non-Hispanic women). White, non-
Hispanic women aged 18-44 with depressive symptoms had the lowest proportion with a
frequency ofphysician visits of ten or more during the previous year (Table 6).
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Table 6. Frequency ofPhysician Visits Among Women Aged 18-44 Years with Depressive Symptoms by Race and Ethnicity*- National Health Interview






















in the past 12 months
General Doctor
0 8.73 6.72 14.99 10.42 10.16^^ 6.84^+ 0.0036
1 6.72 5.73 10.46 8.58 ott 5.01+^ 0.0281
2-3 6.48 4.88 13.04 9.23 8.88^^ 4.58^^ <0.00001
4-9 8.17 5.33 19.36 10.45 28.03^^ 13.53+^ <0.00001
10+ 14.96 12.55 23.37 22.10 3.66^^ 18.18^^ 0.0025
* The number of female respondents aged 18-44 years in the “Multiple race, non-Hispanic” and “other” categories were too small to generate reliable
estimates.
t “ p ” for comparison of African American, non-Hispanic women to white, non-Hispanic women,
tt The number of respondents in the category was small and these estimates may not be reliable.
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Depressive Symptoms Among Women Reporting Chronic Health Conditions
In general, the prevalence of depressive symptoms was higher among women
aged 18-44 years who reported chronic health conditions compared to those who did not.
The prevalence of depressive symptoms was higher among African American, non-
Hispanic women aged 18-44 years compared to white, non-Hispanic women for all
reported chronic health conditions Among African American, non-Hispanic women, the
highest prevalence of depressive symptoms occurred among those with heart disease
(48.5%) and cancer (45%)(p= 0.003, for the comparison ofAfrican American, non-
Hispanic women to white, non-Hispanic women). Among Hispanic women the highest
prevalence of depressive symptoms occurred among those with failing kidneys (35.3%)
and ulcer disease (34.5%). Among white, non-Hispanic women the highest prevalence of
depressive symptoms occurred among those with heart disease (22.34%) and failing
kidneys (22.31%). The prevalence of depressive symptoms among African American,
non-Hispanic women aged 18-44 years who were pregnant and who had chronic health
conditions (25.5%), was over three times higher than that in white, non-Hispanic women
(7.9%)(p= 0.03, for the comparison ofAfrican American, non-Hispanic women to white,
non-Hispanic women)(Table 7).
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Table 7. National Prevalence ofDepressive Symptoms in Women Aged 18-44 Years Reporting Chronic Health Conditions, by Race and Ethnicity*—
National Health Interview Survey (NHIS), 1997
Conditions White White Black Black Hispanic Hispanic Am Am Asian/ Asian/
Indian/ Indian/ Pacific I Pacific I
Alaska N Alaska N
F F F F F F F F F F
% % % % % % % % % %
Y N Y N Y N Y N Y N
High Blood Pressure 10.69 6.35 22.23 14.24 22.55 10.25 5.96^+ 11.06^^ 9.76” 7.78 0.0004
Coronary heart
disease/Angina/Heart attack
22.34 6.62 48.53 15.05 20.59^^ 11.31 0.00^+ 10.40^^ tt 7.88 0.0648
Chronic bronchitis/Asthma 13.81 5.49 29.64 13.26 22.59 10.25 o.oo^f 11.95^^ 16.17” 6.97 0.0001
Ulcer 16.14 5.99 33.86 14.40 34.53 10.24 18.36^^ 9.76^t 28.78” 7.28 0.0031
Cancer 13.64 6.45 45.07 14.89 18.28^^ 11.23 0.00+^ 10.87^^ 0.00” 7.94 0.0030
Diabetes 16.69 6.58 36.60 14.93 23.92 11.17 0.00^^ 10.85^^ 0.00” 7.87 0.0200
Weak/failing Kidneys 22.31 6.59 9.06^^ 15.54 35.31 10.93 tt 10.23^^ 0.00” 7.91 0.1129
Liver 22.12^^ 6.65 15.79^^ 15.49 37.6Ut 11.24 100.00^^ 9.36^^ 0.00” 7.92 0.6158
Arthritis/joint pain 12.97 4.81 30.71 11.45 26.03 8.67 14.21*t 9.01” 20.75” 5.61 <0.00001
Back pain 11.79 4.75 30.31 10.29 23.02 7.34 10.38^^ 10.19” 16.48” 5.96 <0.00001
Facial pain 13.42 6.18 36.26 14.47 28.01 10.64 38.40^^ 7.31” 29.33” 6.97 0.0001
Severe headaches 12.84 4.55 28.08 11.22 24.22 7.69 16.4Ut 9.07” 19.32” 5.65 <0.00001
Pregnancy 7.93 6.65 25.50 15.14 10.5 11.32 O.OO^t 10.64” 26.49” 7.18 <0.0296
* The number of female respondents aged 18-44 years in the “Multiple race, non-Hispanic” and “other” categories were too small to generate reliable estimates,
t “ p ” for comparison ofAfrican American, non-Hispanic women to white, non-Hispanic women,
tt The number of respondents in the category was small and these estimates may not be reliable.
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Provider Contacts Among Women with Depressive Symptoms and Chronic Health
Conditions.
Because persons with chronic health conditions and depressive symptoms may
have increased need for health care, provider contacts were assessed. The proportion of
women aged 18-44 years with both depressive symptoms and chronic health conditions
who saw a general doctor during the previous year, ranged from 55.8 percent among
Hispanic women, to 82.0 percent among American Indian/Alaska Native, non-Hispanic
White, non-Hispanic women aged 18-44 years with both depressive symptoms
and a chronic health condition were more likely to talk to a mental health professional
(such as a psychiatrist, psychologist, psychiatric nurse, or clinical social worker)(28.1%),
than were African American, non-Hispanic (10.8%) or Hispanic women (12.5%) with
depressive symptoms and a chronic health condition (Table 8).
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Table 8. Proportion ofWomen Aged 18-44 Years with Depressive Symptoms and a Chronic Health Condition who saw a General PractitionerDuring the
Previous Year andProportion who Talked to a MentalHealth Professional, by Race and Ethnicity*- National Health Interview Survey (NHIS), 1997
Characteristics Total White Black Hispanic Am Indian/ Asian/
Alaska N Pacific I
F F F F F F
% % % % % %
Physician contacts
in the past 12 months
General Doctor 77.5 68.1 60.2 55.8 82.0^^ 67.6^+ NS
Mental Health ProfessionaP^^ 21 28.1 10.8 12.5 9.39+t 10.3tt S
* The number of female respondents aged 18-44 years in the “Multiple race, non-Hispanic” and “other” categories were too small to generate reliable
estimates.
t “ p ” for comparison ofAfrican American, non-Hispanic women to white, non-Hispanic women: NS= Not significant; S= Significant: 95% Cl: (23.2,
32.9) vs. (6.78, 14.8).
tt The number of respondents in the category was small and these estimates may not be reliable.
ttt Mental health professional such as a psychiatrist, psychologist, psychiatric nurse, or clinical social worker.
White, non-Hispanic women aged 18-44 years with both depressive symptoms
and selected chronic health conditions were more likely to have ten or more physician
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visits during the previous year (45.2%) than were African American, non-Hispanic
women (24.1%) or Hispanic women (18.3%)(Table 9)(p= 0.07 for the comparison of
African American, non-Hispanic women to white, non-Hispanic women).
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Table 9. Frequency ofPhysician Visits Among Women Aged 18-44 Years with Both Depressive Symptoms and Selected Chronic Health Conditions, by Race






















in the past 12 months
General Doctor
0 5.23^^ 10.59tt 0++ 2.37 0++ 0++ 0.0226
1 11.35tt 17.23++ 3.45++ 4.85++ 0++ 0.9030
2-3 14.75 19.30 9.09++ 14.49++ 0++ 0++ 0.7932
4-9 20.95 25.98 12.66++ 20.52++ 100 18.75++ 0.2267
10+ 37.34 45.18 24.09 18.33 10.31++ 23.10++ 0.0721
The number of female respondents aged 18-44 years in the “Multiple race, non-Hispanic” and “other” categories were too small to generate reliable
estimates.
“
p ” for comparison ofAfrican American, non-Hispanic women to white, non-Hispanic women.




Unhealthy Days Due to Mental Health
Overall, among women aged 18-44 years with depressive symptoms, 69.7 percent
had "'unhealthy days due to mental health”, with depressive symptoms interfering “a lot
with their lives or activities”. White, non-Hispanic women aged 18-44 years had the
highest prevalence of unhealthy days (73.1%), followed by Asian/ Pacific Islander, non-
Hispanic women (68.1%). The prevalence ofunhealthy days due to mental health among
African American, non-Hispanic women aged 18-44 years was 65.3% percent.
Among women aged 18-44 years with unhealthy days due to mental health, 79.5
percent talked to a mental health professional (such as a psychiatrist, psychologist,
psychiatric nurse, or clinical social worker). African American, non-Hispanic women
aged 18-44 years who had unhealthy days due to mental health (84.4%) and white, non-
Hispanic women (80.7%) were more likely to have talked to a mental health professional
than Hispanic women (62.0%)(p= 0.03, for the comparison ofAfrican American, non-
Hispanic women to white, non-Hispanic women). White, non-Hispanic (86.5%) and
Hispanic women (85.2%) with unhealthy days due to mental health were more likely to
have ten or more doctor visits during the previous year than were African American, non-
Hispanic women (76.9%)(Table 10).
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Table 10. Proportion ofWomen of Aged 18-44 Years* with Depressive Symptoms who IndicatedHaving
Unhealthy Days^, and who Talked to a Mental Health Professional, by Race and Ethnicity- National
Characteristics White Black Hispanic Am Asian/
Indian/ Pacific I





Had unhealthy days 73.14 65.29 62.62 42.64ttt 68.05 NS
Talked to a mental health 80.69 84.43 61.99 100^^ 54.76^^^ 0.026
provider 0
* The number of female respondents aged 18-44 years in the “Multiple race, non-Hispanic” and
“other” categories were too small to generate reliable estimates,
t Depressive symptoms interfered “A Lot with their lives or activities."
tt “ P ” for comparison ofAfrican American, non-Hispanic women to white, non-Hispanic women:
NS= “Not significant”.
ttt The number of respondents in the category was small and these estimates may not be reliable.
Life Stressors and Social Limitations due to Mental Health
Women who indicated their self-reported depressive symptoms were the reason
they: “Ca« ’t Do itAir or found it “VeryDifficult" to “Go Out to Things", “Participate in
SocialActivities," or “Do Things to Relax at Home orfor Leisure", were defined as
having “Social Limitations Due to Mental Health".
A high proportion ofwomen with depressive symptoms aged 18-44 years in all
racial /ethnic groups had “social limitations” due to their symptoms. The proportion with
social limitations due to mental health was highest among white, non-Hispanic women
aged 18-44 years (31.3%), followed by Hispanic women aged 18-44 years of age
(27.0%), and African American, non-Hispanic women aged 18-44 years (25.6%). The
highest proportion ofwomen aged 18-44 with social limitations due to mental health was
among those who were widowed, divorced or separated, compared to other
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characteristics, such as educational attainment, employment status, or poverty status.
Women aged 18-44 years who were below the poverty level were more likely to have
social limitations due to mental health than those at or above the poverty level.
The proportion ofwomen aged 18-44 years with social limitations who had seen a
mental health professional ranged from 46% to 58% - over twenty percent ofwomen
with social limitations had not talked to a mental health professional. White, non-
Hispanic women aged 18-44 years with social limitations (58.5%) were more likely than
African American, non-Hispanic women (45.7%) to have seen a mental health
professional (p= 0.0007, for the comparison ofAfrican American, non-Hispanic women
who have not seen a mental health professional to white, non-Hispanic women) and to
have seen a general doctor (35.1% vs. 22.7%)(Table 11).
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Table 11. Prevalence ofPerceived Life Stressors and Social Limitations* Among Women Aged 18-44
Years with Depressive symptoms, by Race, Ethnicity^, and Selected Characteristics— National Health
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Self-reported depressive symptoms women indicated as the reason they '‘Can V Do At All" orfound it " Very Difficult" to ‘‘Go out to things
"Participate in social activities ", or "Do things to relax at home orfor leisure."
t The number of female respondents aged 18-44 years in the “Multiple race, non-Hispanic” and “other** categories were too small to generate
reliable estimates.
tt ** p ” for comparison ofAfrican American, non-Hispanic women to white, non-Hispanic women: NS* “Not si^ificant.*’
ttt The number of respondents in the category was small and these estimates may not be reliable.
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Selected Health Risks Among Women with Depressive Symptoms
Depressive symptoms may influence behavior in ways that may increase health
risks and may differentially affect various racial/ethnic groups. The prevalence of
selected health risks among women aged 18-44 years with depressive symptoms was
assessed. African American, non-Hispanic women aged 18-44 with depressive
symptoms (26.2%) were more likely to self-report poor health status, compared to their
white, non-Hispanic (22.2%) and Hispanic women 18-44 years of age (19.2%)
counterparts.
The prevalence of chronic health conditions among women aged 18-44 years with
depressive symptoms was high among all racial/ethnic groups, ranging from 44.2%
among Asian/Pacific Island, non-Hispanic women to 54.1% among African American,
non-Hispanic women. Compared to white, non-Hispanic women aged 18-44 years with
depressive symptoms, African American, non-Hispanic women were more likely to be
obese (39.1% vs. 24.4%), have high blood pressure (22.1% vs. 13.9%), have diabetes
(6.1% vs. 3.5%), and not exercise regularly (45.3% vs. 52.2%). White, non-Hispanic
women aged 18-44 years with depressive symptoms were more likely to be heavy
drinkers (26.9% vs 11.1%) and heavy smokers (51.6% vs. 38.1%) compared to their
African American, non-Hispanic counterparts (Table 12).
83
Table 12. Prevalence ofSelected Health Risks Among Women Aged 18-44 Years with Depressive Symptoms, by Race and Ethnicity*— National Health
Interview Survey (NHIS), 1997




F F F F F F
% % % % % %
Poor Health Status 22.72 22.15 26.23 19.21 9.8 13.78++ NS
Obesity 28.50 24.37 39.10 28.65 22.92t+ 17.27++ S
Have a Chronic Condition 52.90 53.43 54.13 50.80 32.73^+ 44.20 NS
High Blood Pressure 15.99 13.89 22.09 18.16 9.39^^ 4.64++ NS
Diabetes 4.07 3.49^^ 6.14 3.55^t 0.00^^ 0.00++ NS
Exercises Regularly' 49.15 52.16 45.34 43.19 62.28 55.66 NS
Heavy Drinker* 21.84 26.86 11.08 20.91 31.04++ 8.59++ S
Heavy Smoker** 43.72 51.57 38.05 27.67 47.21++ 19.29++ s
High Risk or Have HFV/AIDS 1.27 1.07^^ 1.80^t 1.67tt 0.00++ 0.00++ NS
Usual Source ofCare 78.08 79.31 77.44 73.81 100++ 71.01 0.6020
* The number of female respondents aged 18-44 years in the “Multiple race, non-Hispanic” and “other” categories were too small to generate reliable estimates,
t “ p ” for comparison ofAfrican American, non-Hispanic women to white, non-Hispanic women: NS= “Not significant”; S= “Significant.”
tt The number of respondents in the category was small and these estimates may not be reliable,
ttt BMI ^30.
^ Moderate or vigorous physical activity, 20 minutes or more, 3-5 times per week.
# Had 5 or more drinks of any alcoholic beverage daily on many days.
** More than 100 cigarettes ever and now smokes daily or on most days.
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Barriers to Access to Mental Health Care
Health Insurance Coverage.
Access to primary and specialized health care is often dependent on having some
type ofhealth insurance. Nineteen percent ofAfncan American, non-Hispanic women
aged 18-44 years with depressive symptoms had no health insurance compared to 13
percent ofwhite, non-Hispanic women, and 11.2 percent ofHispanic women (p= 0.02,
for the comparison ofAfrican American, non-Hispanic women to white, non-Hispanic
women). This included health insurance such as private insurance from an employer or
work; private insurance purchased directly; Medicare; Medi-gap; Medicaid; military
health care; CHAMPUS/TRICARE/CHAMP-VA; Indian Health Service; State-
sponsored health plan; or other government program (Table 13).
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Table 13. Proportion ofWomen Aged 18-44 Years with Depressive Symptoms Who hadHealth Insurance, by Race and Ethnicity*- National Health Interview
Survey (NHIS), 1997
Characteristics Total White Black Hispanic Am Indian/ Asian/
Alaska N Paciflc I
F F F F F F
% % % % % %
Have medical insurance^^ 7.57 5.63 14.61 11.47 10.36^^^ 8.25 <0.00001
No medical insurance 13.23 13.01 19.04 11.15 9.50^^^ 6.62ttt 0.0188
* The number of female respondents aged 18-44 years in the “Multiple race, non-Hispanic” and “other” categories were too small to generate reliable
estimates.
t “ p ” for comparison of African American, non-Hispanic women to white, non-Hispanic women.
ft Health insurance such as private insurance from an employer or work; private insurance purchased directly; Medicare; Medi-gap; Medicaid; Military
healthcare/VA; CHAMPUS/TRICARE/CHAMP-VA; Indian Health Service; State-sponsored health plan; other government program,
ttt The number of respondents in the category was small and these estimates may not be reliable.
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Selected Barriers to Mental Health Care.
Barriers to access to mental health care include low educational attainment, not
having health insurance, not being otherwise able to afford to pay for medical care or
medicines, and having no usual source of routine or preventive health care. The
proportion ofwomen aged 18-44 years with depressive symptoms who had less than a
high school education and no health insurance was highest among Hispanic women
(45.8% and 37.2%, respectively), compared to the other race/ethnic groups. White, non-
Hispanic women with depressive symptoms were more likely to not be able to afford
medical care or medicines compared to other groups. Over 70% ofwomen aged 18-44
years with depressive symptoms named a usual source of care (Table 14).
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Table 14. Prevalence ofSelected Barriers to Access* Among women Aged 18-44 Years with Depressive Symptoms, by Race and Ethnicity^— National Health
Interview Survey (NHIS), 1997
Characteristics Total White Black Hispanic Am Indian/ Asian/
Alaska N Pacific I
F F F F F F
% % % % % %
Education < HS 29.05 24.83 30.79 45.76 50.93+^^ 14.03^’t 0.1578
No Health Insurance 29.01 29.51 24.75 37.21 13.53^^^ 16.59^" 0.1788
Unaffordable Medication 17.75 20.36 16.28 13.32 Ottt 4.39^^^ 0.6613
Unaffordable Medical Care 23.34 25.04 23.35 18.05 9.9Htt 13.20^^^ 0.1686
Named Usual Source of Care 78.08 79.31 77.44 73.81 100 71.01 0.6020
* Access barriers such as less than high school education, having no health insurance, having unaffordable medications or unaffordable medical care
during the past year, or having no usual somce of routine or preventive health care,
t The number of female respondents aged 18-44 years in the “Multiple race, non-Hispanic” and “other” categories were too small to generate reliable
estimates.
tt “ P ” for comparison ofAfrican American, non-Hispanic women to white, non-Hispanic women,
ttt The number of respondents in the category was small and these estimates may not be reliable.
88
Cost Barriers to Mental Health Care.
Overall, 13 percent ofwomen aged 18-44 years with depressive symptoms
needed mental health care or counseling, but did not get it because they could not afford
it. The highest proportion of those with depressive symptoms who were unable to get
care because they could not afford it was among white, non-Hispanic women aged 18-44
(16.1%). The lowest proportion occurred among African American, non-Hispanic
women (8.5%). Women with depressive symptoms aged 18-44 years who were divorced
or separated, who were not employed, were below poverty level, and had no medical
insurance, were more likely to not get mental health care because they could not afford it
(Table 15).
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Table 15. Proportion ofWomen Aged 18-44 Years who NeededMental Health Care or Counseling in
Past 12 Months who did not get it Because they Could not Afford it, by Race, Ethnicity*, and Selected
Characteristics— National Health Interview Survey (NHIS), 1997
Characteristics White Black Hispanic Am Indian/ Asian/
Alaska N Pacifle 1
F F F F F
% % % % % P’
Could Not Afford Care 16.09 8.47 9.61 0.00" 10.48" NS
Marita] Status
Married 12.61 6.74" 3.86" 0.00" 10.70" 0.1649
Widowed 34.90" 0.00" 10.78" 0.00" tt 0.0135
Divorced/Separated 25.11 9.48" 21.68" 0.00" 100" 0.0043
NeverMarried 15.29 9.12" 14.07 0.00" .00" 0.7063
Educational Attainment
Less than high school 11.85 10.02" 8.61 0.00" 12.95" 0.2607
High school grad 15.46 2.56" 9.24" 0.00" 0.00" 0.0228
Some college 14.43 13.08" 11.36" 0.00" 0.00" 0.4028
College Grads 24.27 12.29" 13.06" 0.00" 19.75" 0.0065
Employment Status
Employed 13.99 5.44" 12.06 0.00" 16.88" 0.1041
Not employed 22.04” 1.04" 13.55" 0.00" tt 0.0005
Not in work-force 18.41 15.15" 6.00" 0.00" 0.00" 0.1197
Annual Income (K=$1000)
<$15 18.15 7.39 12.96 0.00" 0.00" 0.0443
$15k-$24,999k 17.83 6.20" 12.03" 0.00" 40.61" 0.4515
$25k-$54,999k 13.15 9.18" 7.45" 0.00" 10.61" 0.2753
$55k+ 13.71" 13.21" 0.00" 0.00" 0.00" 0.9890
Poverty Status
At or above poverty level 14.72 8.69" 6.84" 0.00" 15.70" 0.5212
Below poverty level 17.54 6.91 14.16 0.00" 0.00" 0.0229
Health Care Access
No medical insurance 22.50 11.30" 18.43 0.00" 35.18" 0.9607
Have not seen a mental health 10.19 5.61" 5.73 0.00" 11.68" 0.3268
professional 17.14 8.91 11.68 0.00" 6.86" 0.6092
Have seen a general doctor
The number of female respondents aged 18-44 years in the **Multiple race, non-Hispanic” and "‘other” categories were too small to generate
reliable estimates.
“
p ” for comparison of African American, non-Hispanic women to white, non-Hispanic women: NS= “Not significant.”






In the multivariate analysis, multiple logistic regression was used to answer
questions regarding the correlates of depressive symptoms. Two approaches were used:
(1) Race and ethnicity were stratified, independent factors were included, then the model
was run to allow comparisons of risk predictors for having depressive symptoms by race
and ethnicity; (2) Race and ethnicity were entered in the model along with other factors,
to assess whether race/ ethnicity themselves are correlates ofdepressive symptoms. In
both models, other independent factors found to be important in the bivariate
comparisons were entered, including: educational attainment, annual income,
employment status, having chronic health conditions, body mass index, alcohol use, and
smoking status. American Indian/Alaska Native, non-Hispanic women aged 18-44 were
excluded from the stratified analysis because the number of observations were too small.
Characteristics Associated with Depressive Symptoms bv Race/Ethnicitv.
For white, non-Hispanic women aged 18-44 years, the following factors were
found to be independently and significantly associated with depressive symptoms:
educational attainment (higher education protective); annual income (especially
<$15,000); employment status (being unemployed); having a chronic illness; obesity; and
being a current, heavy smoker.
Among Afi-ican American, non-Hispanic women aged 18-44 years, there was a
strong association ofdepressive symptoms with educational attainment (having less than
high school education); annual income (incomes between $15,000-$24,900); having a
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chronic health condition; and being a current heavy smoker. Similar to white, non-
Hispanic and African American, non-Hispanic women aged 18-44 years, educational
attainment, having a chronic illness, and current heavy smoking were correlates of
depressive symptoms among Hispanic women in this age group. Unlike other groups,
being under weight was an important risk predictor, however, none of the other factors
were found to be independent risk predictors.
Among Asian/Pacific Island, non-Hispanic women aged 18-44 years, only having
a chronic health condition, and being overweight or obese were found to be associated
with depressive symptoms (Table 16).
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Table 16. Characteristics Associated with Self-Reported Depressive Symptoms* Among Women Aged 18-44 Years\ by Race, Ethnicity, and Selected
Characteristics— National Health Interview Survey (NHIS), 1997
Independent Variables White Black Hispanic Aslan/
Pacific I
F F F F
% % % %
OR” 95% Cl OR" 95% Cl OR" 95% Cl OR" 95% Cl
Pttt pttt pttt pttt
Educational
Attainment 2.66 (1.71,4.14) 3.59 (1.94, 1.88 (1.09,3.24) 2.65 (0.60,
Less than high school 0.0000 6.64) 0.0001 0.0234 11.66)
High school grad 1.52 (1.08,2.15) 2.08 (1.22, 1.56 (0.78,3.14) 2.56 (0.64,
Some college 0.0177 3.56) 0.0073 10.16)
College Grads 1.27 (0.88, 1.85) 2.92 (1.65, 1.22 (0.59,2.51) 0.98 (0.27,
5.17) 0.0003 3.53)
1.00 (1.00, 1,00) 1.00 (1.00, 1.00 (1.00, 1.00) 1.00 (1.00,
1.00) 1.00)
Annual Income
(K=SIOOO) 3.64 (2.34, 5.64) 2.71 (1.38, 1.87 (0.97, 3.58) 2.31 (0.29, 18.14)
<$15 0.0000 5.32) 0.0039 3.83 (0.56,26.01)
$15k-$24,999k 2.01 (1.28, 3.14) 3.29 (1.69, 1.76 (0.89, 3.48) 2.64 (0.66, 10.54)
$25k-$54,999k 0.0024 6.41) 0.0005 1.42 (0.70, 2.88) 1.00 (1.00, 1,00)
$55k+ 1.92 (1.30,2.82) 2.60 (1.31, 1.00 (1.00, 1.00)
0.0010 5.13) 0.0062
1.00 (1.00, 1.00) 1.00 (1.00,
1.00)
Employment Status
Employed 1.00 (1.00,1.00) 1.00 (1.00, 1.00 (1.00, 1.00) 1.00 (1.00, 1.00)
Not employed 1.00) 1.26 (0.67,2.36) ( . , . )
Not in work-force 1.89 (1.05,3.42) 1.59 (0.94, 0.89 (0.64, 1.24) 1.29 (0.40, 4.14)
0.0339 2.67) 0.0810
1.59 (1.20,2.11) 1.32 (0.88,
0.0015 1.98)
Chronic Health
Conditions 2.10 (1.62, 2.73) 2.27 (1.58, 3.59 (2.50, 5.15) 2.94 (1.06, 8.14)
Yes 0.0000 3.26) 0.0000 0.0000 0.0377
No 1.00 (1.00, 1.00) 1.00 (1.00, 1.00 (1.00, 1.00) 1.00 (1.00, 1.00)
1.00)
Body Mass Index
(Obesity) 1.33 (0.80, 0.90 (0.41, 0.30 (0.10,0.89) 1.54 (0.32, 7.31)
<18 2.20) 1.99) 0.0302
19-29 1.00 (1.00, 1.00 (1.00, 1.00 (1.00, 1.00) 1.00 (1,00, 1.00)
25-29 1.00) 1.00) 0.93 (0.62, 1.39) 4.54 (1.03,
30+ 1.02 (0.75, 1.02 (0.64, 19.96) 0.0454
1.40) 1.63) 1.08 (0.66, 1.78) 6.77 (1.47,
1.42 (1.03, 1.12 (0.76, 31.11) 0.0142
1.96) 0.0334 1.67)
Smoking Status
Current 1.83 (1.37, 2.22 (1.55, 2.08 (1.39,3.09) 1.18 (0.21,6.61)
Former 2.44) 0.0000 3.17) 0.0000 0.0004 0.13 (0.01,2.39)
Never 1.33 (0.94, 1.21 (0.60, 1.69 (0.95, 2.99) 1.00 (1.00, 1.00)
1.88) 2.46)
1.00 (1.00, 1.00 (1.00, 1.00 (1.00,1.00)
1.00) 1.00)
♦ Persons who indicated that ‘*i4//orMost ofthe Time" during the previous 30 days that they were feeling "So Sad Nothing Could Cheer them
Up feeling "Hopeless or Worthless"., or "Feeling that Everything was an Effort"
t The number of female respondents aged 18-44 years in the “Multiple race, non-Hispanic” and “other” categories were too small to generate
reliable estimates.
tt The ratio determined by diving the probability of having depressive symptoms by the probability ofnot having depressive symptoms,
ttt The probability that the differences ofeach OR when compared to the referent (i.e., OR=l) occurred by chance alone or sampling em)r.
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Correlates ofDepressive Symptoms Among Women aged 18-44 years.
With race and ethnicity in the model, the effects of these social constructs as risk
predictors ofdepressive symptoms were assessed. Among women aged 18-44 years,
there was a strong, independent association of the following factors with self-reported
depressive symptoms: race/ethnicity (being African American, non-Hispanic;
Asian/Pacific Island, non-Hispanic, or Hispanic); educational attainment; armual income;
employment status; having a chronic medical condition; being obese (BMI>30); and
being a current, heavy smoker (Table 17).
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Table 17» Correlates ofSelf-Reported Depressive Symptoms* Among Women Aged 18-44 Ycars^ in the United States-- National Health Interview Survey (NHIS), 1997
Independent Variables OR" 95% Cl pm
Race/ Ethnicity
White 1.00 (1.00, 1.00)
Black 2.09 (1.65,2.65) <0.00001
Alan 1.08 (0.44,2.63)
API 1.87 (1.11,3.17) 0.0199
Hispanic 1.48 (1.17,1,87) 0.0012
Educational Attainment
Less than high school 2.38 (1.74,3.26) <0.00001
High school grad 1.63 (1.25,2.13) <0.0004
Some college 1.54 (1.17,2.04) <0.0024
College Grads 1.00 (1.00, 1.00)
Annual Income (K=S1000)
<$15 2.97 (2.11,4.19) <0.00001
$15k-S24,999k 2.31 (1.64,3.24) <0.00001




Not employed 1.63 (1.13,2.34) 0.0087
Not in work-force 1.39 (1.14,1.69) 0.0012
Chronic Health Conditions
Yes 2.33 (1.95,2.80) <0.00001
No 1.00 (1.00,1.00)
Body Mas Index (Obesity)
<18 1.09 (0.72, 1.67)
19-29 1.00 (1.00,1.00)
25-29 1.06 (0.85, 1.32)
30+ 1.34 (1.06,1.69) 0.0135
Smoking Status
Current 1.94 (1.60,2.35) <0.00001
Former 1.30 (0.99, 1.70)
Never 1.00 (1.00,1.00)
The number of female respondents aged 18-44 years in the “other” category was too small to generate reliable estimates.
t Persons who indicated that “/I//orMos/q/'rAe rime"duringtbeprevious30days that they were feeling “5o5i»/M>/AmgCoi/A/cAeerrAein Up‘\ ftcVm^'^Hopeless or fVorthiess”; or "Feeling thal Everything was an Effort”.
tt The ratio determined bydiving the probability ofhaving depressive symptoms by the probabilityofnot having depressive symptoms,
ttt The probabili^ that the differences ofeach OR when compared to the referent (i.e.,OR=‘l) occurred by chance aloneor sampling error.
CHAPTER 5
DISCUSSION
This study sought to determine whether the national prevalenee of depressive
symptoms among Afriean American women aged 18-44 years with or without chronic
health conditions was higher than that among white women and women from other
racial/ethnic groups. The study also assessed whether quality of life was worse, rates of
selected health risks, and barriers to access and receipt ofmental health care were higher,
among African American, non-Hispanic women 18-44 with depressive symptoms
compared to white, non-Hispanic women in the same age group. Overall, with but a few
exceptions, the results of this study support the null hypothesis, and demonstrate, in
general, that at every socio-demographic and socioeconomic level, African American,
non-Hispanic women experienced worse health, had higher health risks, and had more
barriers to mental health care services than white, non-Hispanic women. In some
comparisons, however, Hispanic women tended to have a status worse than that of
African American, non-Hispanic women.
Compared to white, non-Hispanic women aged 18-44 years, African American
women had higher prevalence of one or more depressive or anxiety symptoms, as well as
a higher prevalence of signs of depression. Hispanic women aged 18-44 years had the
highest prevalence of both three or more depressive symptoms and of anxiety symptoms.
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American Indian/Alaska Native, non-Hispanic women aged 18-44 years had the lowest
prevalence of anxiety symptoms. The prevalence of four depressive symptoms was
lowest among Asian/Pacific Islander, non-Hispanic women aged 18-44 years.
In every demographic category, the prevalence of depressive symptoms was
higher for African American, non-Hispanic women compared to white, non-Hispanic
women, including all categories ofmarital status, educational attainment, employment,
and income. African American, non-Hispanic women who were less well educated, not
employed or in the workforce at or below the poverty level, had higher prevalence of
depressive symptoms than white, non-Hispanic women or women of other racial/ethnic
groups.
Surprisingly, the results of the study indicated that overall, African American
women aged 18-44 years with depressive symptoms were more likely than their white,
non-Hispanic counterparts to talk to a mental health professional and more likely to have
had multiple physician visits during the previous year. These findings can not be
explained by the results on employment and having medical insurance in this study on
African American, non-Hispanic women with depressive symptoms were more likely to
be unemployed or not in the workforce and least likely to have medical insurance
compared to white, non-Hispanic and other women. In general, having some type of
insurance provides the ability to pay for services. Financing for health care is most often
provided through employer health plans, privately purchased insurance, or public
assistance in the form ofmedicaid and medicare. The high cost of private insurance
precludes many African American women from being able to afford it.
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In addition, African American, non-Hispanic women are less likely to be employed in
jobs that provide health insurance as a benefit, and therefore often go uninsured, even if
working, particularly if the wages earned make them ineligible for public assistance.
The prevalence of depressive symptoms among women with chronic health
conditions was high among all racial/ethnic groups and was higher than that among
women without chronic illness. The prevalence of depressive symptoms was higher
among African American, non-Hispanic women aged 18-44 years compared to white,
non-Hispanic women for all reported chronic health conditions. White, non-Hispanic
women aged 18-44 years with both chronic health conditions and depressive symptoms
were more likely to talk to a mental health professional (such as a psychiatrist,
psychologist, psychiatric nurse, or clinical social worker) than were Afhcan American,
non-Hispanic women with chronic health conditions and depressive symptoms. In
general, however, the proportion ofwomen with chronic health conditions and depressive
symptoms who talked to a mental health professional was small, ranging from nine
percent among American Indian/Alaska Native, non-Hispanic women to twenty-eight
percent among white, non-Hispanic women. This is an important observation, since
identifying this situation should stimulate health professionals who provide care to
patients with chronic illnesses, to better diagnose depressive symptoms among these
specific at-risk populations and implement treatment and support strategies to improve
these patients’ overall quality of life.
In general, a high proportion ofwomen with depressive symptoms in all
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racial/groups had social limitations due to their symptoms. The highest proportion of
women aged 18-44 with social limitations due to mental health was among those who
were widowed, divorced or separated, compared to other characteristics. Women who
were below the poverty level were also more likely than others to have social limitations
due to their mental health than those at or above the poverty level. White, non-Hispanic
women aged 18-44 years with social limitations were more likely than African American,
non-Hispanic women to have seen a mental health professional and to have seen a
general doctor. Over twenty percent ofwomen with social limitations, however, had not
talked to a mental health professional. This finding indicates that many women who are
restricted because of their mental health, particularly those who are widowed, divorced or
separated are not receiving counseling or treatment. This may be an area that warrants
enhanced development of diagnostic and treatment programming.
Health risks were prevalent among African American, non-Hispanic women aged
18-44 with depressive symptoms. African American, non-Hispanic women with
depressive symptoms were more likely to self-report poor health status, compared to their
white, non-Hispanic counterparts, and were more likely to be obese. African American,
non-Hispanic women were less likely to be heavy smokers or drinkers than their white,
non-Hispanic counterparts. These findings are consistent with recent trends on use of
tobacco products and alcohol among African Americans. Among women with chronic
illness, white, non-Hispanic women were much more likely than African American, non-
Hispanic or other groups to have had multiple physician visits and to have talked to a
mental health professional.
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In the multivariate model stratified by race and ethnicity, the risk predictors for
depressive symptoms varied across the race/ethnic groups. Among white, non-Hispanic
women aged 18-44 years, educational attainment; annual income; employment status;
having a chronic illness; obesity; and being a current, heavy smoker were found to be
independently and significantly associated with depressive symptoms. Among African
American, non-Hispanic women aged 18-44 years, there was a strong association of
depressive symptoms with educational attainment; annual income; having a chronic
health condition; and being a current heavy smoker. Among Hispanic women aged 18-
44 years, educational attainment, having a chronic illness, being underweight, and current
heavy smoking were correlates of depressive symptoms. Among Asian/Pacific Island,
non-Hispanic women aged 18-44 years, only having a chronic health condition, and
being overweight or obese were found to be independent risk predictors. These findings
are important since they suggest the existence of social, cultural or environmental
influences ofpsychological well-being that may be unique to each racial/ ethnic group.
In this regard, it is important to note that scientifie evidence suggests that “race” is not a
valid biological category, but rather a social and cultural construct. The risk and illness
profiles of groups, then, may depend more on the extent to which individuals identified
as belonging to a particular race or ethnic group share certain beliefs, attitudes, and
behaviors. In addition to factors related to provider and institutional practices, those
related to individual attitudes, beliefs, and actions have direct implications for health.
Any attempt to develop successful strategies to improve mental health status must take
them into account and use a multi-disciplinary approach.
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When race and ethnicity were entered in the model, the effects of these social
constructs as risk predictors of depressive symptoms were assessed. Among women aged
18-44 years, there was a strong, independent association of self-reported depressive
symptoms with being African American, non-Hispanic; Asian/Pacific Island, non-
Hispanic, or Hispanic. Educational attainment, annual income, and employment status,
all markers for socioeconomic status, were also identified as independent correlates of
depressive symptoms. These findings provide strong additional support for the model
suggested by Ulbrich and others of a joint influence of “race/ethnicity” and
socioeconomic status on mental health.
As a structural determinant ofhealth, this study’s conceptual framework was that
institutionalized oppression is at the root of the social, economic, political, and cultural
factors that impact the health status ofminority groups. Stratification systems and the
structure of dominance (wealth, occupational position, caste) have important influences
on educational opportunities and outcomes, economic and social conditions, and
ultimately physical and mental health. The findings in this study, including data showing
the highest risk for depressive symptoms among persons (particularly African American,
non-Hispanic women) in the lowest stratum of educational attainment, employment, and
income, recent evidence in employment, housing, and health case-law for continuing
institutionalized discrimination based on race/ethnicity and gender, and evidence from
the logistie model for race/ethnicity as an independent correlate for depressive symptoms,
support the validity of institutionalized oppression serving as a useful construct for
approaches to elucidate how socio-demographic and socio-economic stratification in the
United States has created an infrastructure for generating pathogenic mental health
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consequences, particularly for disenfranchised racial and ethnic groups.
By illustrating the relationships between race/ ethnicity, depressive symptoms,
socioeconomic status, modifiable health risks, and barriers to health care access and
illness identification, this study successfully shows that racial and ethnic minority groups
disproportionately suffer. The study can enable health care providers and health
administrators to translate this knowledge into enhanced service systems for the
community-at-large.
Recommendations
As a result of this study, mental health practitioners, researchers, and policy¬
makers have the ability to be more instrumental in developing mental health counseling
protocols and interventions that address the contextual needs ofAfrican American
women reporting or exhibiting depressive symptoms. This study may assist health
professionals in developing culturally relevant care for African American women that
reflect and consider the African American woman’s unique personal background,
emotional and psychological needs. In addition, practitioners may become more
proactive utilizing community outreach and create more access opportunities for this
population with improved detection.
While there is a paucity of literature specifically devoted to the treatment of
depressed African American women, professional prevention efforts should be primary
and aimed at assistance with self-empowerment and reducing risk factors.
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Future Research
The norming of instrumentation must be considered in future research on
identifying, evaluating and treating depressed African American women. The available
data on reliability and validity issues have been lacking. While the Center for
Epidemiologic Studies Depression (CES-D) is widely utilized by mental health
practitioners and researchers, it was not developed, nor was it normed for African
American women.
Better instruments are needed to assess in a contextual way what causes African
American women to feel the way they do, how they really feel, and what they need to
assist them in feeling better. To date, most research on this population is based on an
acontextual, self-reported or, interviewer-administered depression scale that has not been
normed for this population, but instead is based on European American groups.
Empirical studies must also evaluate how to best assess the impact of
socioeconomic position, the objective and subjective content of discrimination and
oppression, and their effects on risk for poor health, particularly individual response to
racist, sexist, or class-biased situations.
Conclusions
This study examined the national prevalence of depressive symptoms and co¬
existing chronic health conditions among women 18-44 years to determine the true health
burden of depressive symptoms among African American women in the United States
compared to white women and women in other racial/ethnic groups with similar socio¬
demographic and socioeconomic (SES) profiles.
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The presence of depressive symptoms was examined from nationally
representative sample populations inclusive ofAfrican American women. This study
postulates that stratification systems and the structure of dominance in the U.S. influence
the social, economic, and cultural context operative in the lives ofAfrican American
women and serve to compromise this group’s physical and psychological well-being and
that these socio-political constructs may predispose African American women and other
racial/ethnic minorities to negative health outcomes. The study found additional support
for the model suggesting a joint influence of race/ethnicity and SES on mental health and
suggests that race/ethnicity determines to a great extent, one’s access to the social and
economic resources necessary for healthy environments, lifestyles, better access to
preventive treatment, and medical services.
The variables used in this study were derived from the 1997 NHIS Family Core
and Sample Adult Core questioimaires provided by the National Center for Health
Statistics. Of respondent women 18 years of age and older, 10,782 (52.3 %) were 18-44
years of age (weighted count: 54,737,897 persons).
The research method used for this study is a correlational-predictive design. This
study used both quantitative and qualitative research methods. Stratified analyses were
performed with multi-level dichotomous comparisons of factors potentially associated
with depressive symptoms as outcomes or as causal factors. The main stratification
variables were race, ethnicity, gender, and age. In all comparisons whites represented
the referent group. In the multivariate analysis, multiple logistic regression was used to
answer questions regarding the correlates ofdepressive symptoms.
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Study findings showed that being a member of a minority group was a strong
independent risk predictor for depressive symptoms. Other correlates of depressive
symptoms were educational attainment, annual income, having a chronic health
condition, obesity, and heavy smoking.
These findings suggest a complex intertwined relationship between physical and
psychological well-being. The findings also suggest that within each level of SES,
Afiican American women tend to have worse health status than white, non-Hispanic
women.
To meet the challenges of these racial and ethnic health disparities, health
practitioners, researchers, and policy-makers need to better understand these trans-
cultural and multi-cultural health disparities because culture serves as a framework to our
lives and affects our values, attitudes, and behavior. A serious commitment to eliminate
disparities in health, access to care and utilization to services would be one that considers
one’s relation to our external environment, to other people, and our spacial and temporal
orientation. As the United States resident population rapidly grows more diverse, racial
and ethnic minorities (which now make up 28% of the total population) will reach 40%
over the next three decades according to the U.S. Bureau ofCensus. What is needed
more now than anytime in U.S. history are the analytic, professional, and political skills
of committed health care practitioners, health policy leaders, and educators who are
willing to take more proactive roles to serve as change agents for influencing the health
outcomes of racial and ethnic minority populations.
APPENDIX
National Health Interview Survey, 1997
Data from the 1997 National Health Interview Survey (NHIS) were used for the
study. The NHIS is conducted by the National Center for Health Statistics (NCHS),
Centers for Disease Control and Prevention (CDC). The NHIS is an ongoing, annual
cross-sectional household survey of the U.S. civilian, noninstitutionalized population.
The NHIS uses a multi-stage probability sample designed to represent the civilian
noninstitutionalized population of the United States. NHIS data are collected through a
personal household interview by Census interviewers and conducted using computer-
assisted personal interviewing. The sample weights are adjusted to census sex, age, and
race/ethnicity population totals.
NHIS Public Use Release.
The NHIS public use release is available at: httD://www.cdc.gov/nchs/nhis.htm.
At the web site, users can find the latest information about the NHIS, including
downloadable public use data and documentation for the 1997 NHIS, as well as
information and published data from previous years’ surveys. In addition to other
features, the web site includes information on data collection procedures; sample design;
weighting; data file documentation; the household-level, family-level, and person-level
files; and guidelines for citation of data. Several detailed appendices describe calculation
of response rates, variance estimation, and how race and ethnicity are used in the NHIS.
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Selected Questions from the 1997 NHIS Used for the Study.
Questions from the NHIS Sample Adult and Family Core questionnaires were
analyzed in this study as the primary outcome (dependent) variables. Stratified analyses
were performed with multi-level dichotomous comparisons of factors potentially
associated with the dependent variables as outcomes or as causal factors. The main
stratification variables were race, ethnicity, gender, and age. Additional questions in the
NHIS Sample Adult Core and Family Core represented the main comparison (control)
variables and were used for descriptive, comparative, correlational, and inferential
analyses. These included questions on demographics (marital status, educational
attainment, employment status, annual income), health risks, physical health status,
health care access, health care utilization, alcohol use, cigarette smoking, physical
activity and body-mass index.
Responses to the followim questions from the Sample Adult and Family Core
questionnaires were analyzed as the primary outcome (dependent) variables.
Persons who answered {ALL orMOSTofthe Time} to any of the following question(s)
were defined as having a “depressive symptom” (>DEPSYMP1<). Persons who
answered (ALL orMOSTofthe Time} to two (>DEPSYMP2<), three (>DEPSYMP3<
), or all four of the questions (>DEPSYMP4<) were defined as having “multiple
depressive symptoms.”
• “During the PAST 30 DAYS, how often did you feel...”<so Sad that nothing
could cheer you up; Hopeless; Worthless; That everything was an effort> (
ACN.471;>SAD< >HOPELESS< >WORTHLS< >EFFORT<)
Persons who answered (ALL orMost ofthe Time} to any the following question(s) were
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defined as having “anxiety symptoms” (>ANXSYMP1<). Persons who answered
{ALL orMOSTofthe Time} to the two questions (>ANXSYMP2<), were defined as
having “multiple anxiety symptoms.”
• “During the PAST 30 DAYS, how often did you feel...”< Nervous; Restless or
fidgety>
(ACN.471;>NERVOUS< >RESTLESS<)
Persons who answered (ALL orMOSTofthe Time) to all four of the “depressive
symptom” questions above (>DEPSYMP4<) and who answered (ALL orMost ofthe
Time} to any of the questions identifying “anxiety symptoms” (>ANXSYMP1<) were
defined as having “signs of depression.” (>DEPSIGNS<)
Persons who answered {YES} to the following questions were defined as having
“chronic medical conditions.” (>MEDCOND<)
• “Have you EVER, or during the PAST 12 MONTHS, been told by a doctor or
other health professional that you had...
a. Hypertension, also called high blood pressure? (>HYPEV<)
b. Coronary heart disease? (CHDEV<)
c. Angina, also called angina pectoris? (>ANGEV<)
d. A heart attack (also called myocardial infarction)? (>MIEV<)
e. Any heart condition or heart disease (other than those asked about)?
(>HRTEV<)




i. An ulcer? (>ULCEV<)
j. Cancer or a malignancy ofany kind? (>CANEV<)
k. Diabetes or sugar diabetes? (>DIBEV<)
l. Chronic bronchitis? (>CBRCHYR<)
m. Weak or failing kidneys? (>KIDWKYR<)
n. Any kind of liver condition? (>LIVYR<)
During the PAST THREE MONTHS or during the PAST 12 MONTHS
have you had the following:
o. Pain, aching, stiffness or swelling in or around a joint? (>JNTYR<)
p. Neck pain? (>PAINECK<)
q. Low back pain? (>PAINLB<)
r. Facial pain or pain in the jaw muscles or joint in the front of the ear?
(>PAINFACE<)
s. Severe headache or migraine? (>AMIGR<)
t. Have you ever worn a hearing aid? (>HEARAID<)
u. Do you have trouble seeing, even when wearing glasses or contact lenses?
(>AVISION<)
V. Are you blind or unable to see at all? (>ABLIND<)
Are you currently PREGNANT? (>PREGNOW<)
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The standard questions here defined health-related quality of life (HROOL)
measures:
Persons who answered {A Lot} to the following question were defined as having
“unhealthy days due to mental health:”
• “[Of the feelings (in # 1 above) you had during the PAST 30 DAYS] Altogether,
how MUCH did these feelings interfere with your life or activities: a lot, some, a
little, or not at all?” ( ACN.530; >MHAMTMO< )
Persons who answered (CAN’TBOATALL or VERYDIFFICULT} to the following
questions, and who also identified {Depression/anxiety/emotionalproblem} (AHS.200;
>AFLHCA = 17<) as the health problem causing the difficulty, were defined as having
“social limitations due to mental health:”
• “By yourself, and without using any special equipment, how difficult is it for you
to...
a. “.. .Go out to things... ?” (AHS.171; > FLSHOP<)
b. “.. .Participate in social activities... ?” (AHS.171; >FLSOCL< )
c. “.. .Do things to relax at home or for leisure... ?” ( AHS. 171;
>FLRELAX< )
The questions here defined access to health care:
Persons who indicated ("Yes "} and who identified {‘‘Mental health care or counseling”}
(AAU.l 11; >AHCAFYR2<) as the answer to the following question were defined as
having a “Cost Barrier” (>COSTBAR<) to mental health care:
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• “During the PAST 12 MONTHS, was there any time when you needed any of the
following but didn’t get it because you couldn’t afford it?”
Persons who were defined as having a “depressive symptom” (>DEPSYMP1<) and who
indicated {"Yes ”} by selecting the option indicated as the answer to the following
question were defined as having “Access” (>SAWPROV<) to mental health care:
• “During the PAST 12 MONTHS, have you seen or talked to any of the following
mental health care providers about your own health” <A mental health
professional such as a psychiatrist, psychologist, psychiatric nurse, or clinical
social worker?> (AAU.141; >AHCSYR1< )
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